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PROCEEDI NGS

(7:37 a.m)
WALTER R. DOWDLE, PRESI DENT, AFEB )

: PRESI DENT DOWDLE: Well, let nme say welcone to

4aII of you. This is supposed to be the winter neeting of

5the AFEB. However, for those of you who have cone out
3fromback east, I'"'msure this is the spring neeting, very,
7very clearly, and we certainly appreciate this weather,
3and for this I think we are grateful to the Navy, as well
9as the programthis afternoon, which you will hear nore
LSbOUt'

1 First I'd |ike to thank Captain Ledbetter, and

L%II the Navy personnel who have assisted in hosting us,
lgnd making this already a very wonderful start.

4 Before we start, | think it m ght be useful if

& once again, | think many people know each other, but

lg/hy don't we just begin, and start around the roomwth
li7ntroductions, and just saying who we are, briefly. Wy

lgon't we start out over on the far right-hand side.

9 MS. FALKENHEI MER: Li eutenant Col onel Sherry

2galkenheimer, fromthe Ofice of the Assistant Secretary
ng Defense for Health Affairs.

b2 MR. ERDTMANN: Good norning. M nanme is Rick
2Erdtmann. I'"'mthe Preventive Medicine Consultant at the
2g)ffice of the Surgeon General, Departnent of the Arny.

MR. PARKI NSON: M ke Parkinson, simlar position

D5
with the Air Force, Boeing (phonetic) Air Force Base.




MR. ALLEN: JimAllen, with the Ameri can Medi cal

Associ ation, formerly with the Public Health Service.

i MR. ASCHER: M ke Ascher, AIDS section of the
;Virus Lab for the State of California. |1'malso an active
4reservist in the Arny.

- MR. BAGBY: John Bagby, retired, retired,

5reti red, but still active.

’ MR. CHIN:. JimChin, with the School of Public

3Health, UC Ber kel ey.

) MR. FLETCHER: Gerald Fl etcher, |ndiana

lE)phonetic) Uni versity cardiol ogist, health, wellness and

i nt enance.
11

2 MR. GWALTNEY: Jack Gwal tney, at the University

f Virginia.
13 g
MS. HANSEN:. Barbara Hansen, University of

L4
lg/hryland.

6 MR. HARLAN: Bill Harlan, Associate Director for

lI?isease Prevention, National Institutes of Health.

3 PRESI DENT DOWDLE: Walter Dowdl e, CDC.

9 VMR. PETERSON: M ke Peterson; |I'mthe Executive

28ecretary of the Board.

b1 MS. KAROL: Maro (phonetic) Karol, with the
2gniversity of Pittsburgh, in Environnental and
2glccupational Heal t h.

b4 MR. KULLER: Lou Kuller, University of
2Eittsburgh -- i n epidem ol ogy.

PRESI DENT DOWDLE: 1'd say, as all of you know,




that we've held an el ection for the new president of AFEB,

land I was out of the country when the election results

,cane in, but I saw it on CNN, and it's Lou Kuller
3Congratulations, Lou, and we'll be going through the
formal cerenony at the end of this session tonorrow.

l
MR. PERROTTA: I"m Dennis Perrotta, Chief of the

D
| Bureau of Epidem ology, with the Texas State Health
D

7Departnent.
: MR. POLAND: Greg Poland, fromthe Mayo Clinic.
) MR. SCHAFFNER: And Bill Schaffner, from

lXanderbilt, in Nashville.

1 MR. NELSON: Di ck Nel son, Commander of Bal boa
lElaval Medi cal Center, San Diego.

3 PRESI DENT DOWADLE: | think we can hear in the
lQack. Coul d we go ahead and start there, as well?

L MR. CLIFFORD: Clark Clifford, Canadi an Forces
lEl\{bdical Li ai son Officer.

7 MR. BENENSON: Bud Benenson, San Di ego.

3 VR. WERNER: |'"'m Ted Werner, with the Division

l8f Di sease Control, State Health Departnent, California.

b0 MR. CUMM NGS: Jim Cunm ngs, San Di ego School of
2R/bdicine, pedi atrics and infectious di seases.

b2 MR. GRAY: Greg Gray, epidem ol ogist, Naval
2ls-lealth Research Center

b4 MR. HANSEL: |[|'m CGeorge Hansel. [|'mthe
2gorrmanding O ficer of Fleet Hospital Operations Training

Command.




MR. JONES: My nane is Tom Jones, and |'m the

lCorrmanding O ficer of the Naval Health Reserves.

, MS. NELSON: Ann Nel son, Arned Forces Institute

3of Pat hol ogy, AIDS Di vi sion.

1 MR. DOLAN: Matt Dol an, | nfectious Di sease
| Departnent, WIlford Hall Medical Center.
D

MR. CONLEY: Ron Conley, Knott (phonetic)

~

D
Laboratori es.

"’

: UNI DENTI FI ED SPEAKER: Navy Environnent al
Heal t h.

D

0 MR. HANSEN: Ji m Hansen. I"'mwith Preventive
Medi ci ne -- Forces.

11

2 MR. JONES: Bruce Jones, Chief of Occupational

lybdicine, fromthe Institute of Environnmental Medicine.

UNI DENTI FI ED SPEAKER: Dave -- Public Health --

14

nter.
152
6 UNI DENTI FI ED SPEAKER: Gary -- Division of
lI;pidem'ology - -
3 MR. HALE: Hi . I'"m Mel Hal e, Conmandi ng
lSJfficer -- School -- world's finest anphibious training

)8ase, where we train the Navy's finest --

PRESI DENT DOWDLE: Wel cone.

P 1

b2 MS. KRAUSE: |'m Lou Krause (phonetic) of the --
2gerwce - -

b4 PRESI DENT DOWDLE: Thank you, and wel cone.

b CATHERI NE LEDBETTER

MS. LEDBETTER: " m Cat heri ne Ledbetter. [

~




wanted to take a mnute to thank Captain -- our house here

lin SFENS (phonetic), and Commander Gardner (phonetic) --
)and their staff, who hel ped set all of those up for us,
;Captain Ednmonson and Commander Hansen from | MEP
4(phonetic), who set up the -- for us, and nmy Petty O ficer
5V\'rlson, whom you nmet as you cane in.

Alittle nmoment for the discussion of the brief

~

D
this afternoon. We're going to have a brief of the base,

:sonetine bet ween 11: 00 and 12: 00, for about 15 m nutes.
9They will be here, and it's not on your agenda, but
lbhey're going to tell you a little bit about what happens
lIiere at Canp Pendl et on.

2 The hovercraft is translated right (phonetic).
l%’hat's a bit of a m snoner, but you're going to be in the
lQuses as they denonstrate the hovercraft, but because of

l%he wi nd and the rain and sand, and the noise and so

lEorth, you'll be in the buses as the hovercrafts actually
lf7unction, and then they'll shut them down, and then
lghey'll shut them down, and they'l|l have a static

lgphonetic) di splay. You can get out and wal k around and
2bake a |l ook at them

b1 The Field Medical Service School trains the Navy
25orpsmen, who treat the Marines in the field, and you'l
dee that in action, also, this afternoon, and there w ||
ZQe buses to take you to both of those places.

For lunch, we ask that you select one of the

D5
itenms on the Sharky's nenus that are available there. The




nenus are at the sign-in desk, and you can pick a

lselection, give it back to us at 9:00, and we'll have
)those t hings ready by lunchtinme. The restroons are domm‘
;the hall on the right, and the photo of the Board will be
4here at 9:00, so thank you.

! PRESI DENT DOWDLE: Thank you. Col onel Peterson.
. M KE PETERSON, EXECUTI VE SECRETARY, AFEB

MR. PETERSON: Good norning, and wel cone. |
3thought I"d just bring the board nmenbers and others up to
9date on sonme of the actions fromthe |ast neeting. |
lbhink you' Il remenber we had three outstandi ng questions
L?S the result of the last neeting, and the first one that
l%ctually dat es back two neetings, and that was the
lguberculosis gquestion, and | have now received fromthe
lt4hree Surgeons Ceneral an answer back to the TB question,
lgaying that they support the findings of the Board, and
l%he Board's recommendations. That will now be sent to
ll;lealth Affairs, so there will be no changes to the TB
léecormendation t hat was sent to you.

9 Al so, there was a subgroup form on al cohol use
2Snd abuse in the mlitary, as a result of the question
2&hat was addressed to the Board last time, and there w ||
ZBe two board nenbers representing the AFEB; those are
2rotors Kul |l er and Schottenfeld (phonetic). In addition,
2t4here were other individuals fromacadem a and fromthe
2gublic sector who added to that subgroup, and we're

| ooking forward to having a neeting of that subgroup,




probably in the not-too-distant future.

1 The third question that was addressed to the
)Board fromthe | ast neeting was regarding tropica

;nedicine training, and | think all the board nenbers have
4received a copy of that and had the opportunity to coment
Lon it, and what you saw is what went forward, and that

;reconnendation has al so now been conpl et ed.

. So all actions relative to questions that were
3addressed to the Board, that were outstanding fromthe
9Iast nmeeti ngs, have now been conpl eted and set forward.
0 | should nmention, while | have everybody's
li\ttention and everybody is here, just the dates of the
LEeXt nmeetings, so folks can put themon their cal endars.
15 t hi nk we nmentioned before that the next meeting is
licheduled for July 7th and 8th, in the Washi ngton, D.C.
lgrea. The exact |ocation is yet to be determ ned. The
lgeeting after that is October 6th and 7th; again, the
lI70cation wi Il be determ ned.

3 The only other thing I can think of, | did ask
lbhe questi on how many fol ks brought caneras, but if people
2}()vould like to take pictures, | think you re welcone to
2aake pi ctures of just about everything, probably, before
de get off the bus. It mght not hurt to doubl e-check,
2gnd be sure that it's okay to take pictures, but ny
2ﬁnderstanding is that canmeras are allowed on base, and
2gou'll probably be able to take photos of just about

everything we can see today, if you want to.




Tel ephones are al so avail abl e. | guess we can

lprobably check with Captain Ledbetter, if anybody needs to

a ~

Luse a phone. | was also told there's a fax machine
3available, both for incom ng and outgoing faxes, if

4anybody has an urgent need to use that.

| That's all | have.
D

~

D
7don't we begin this norning's report with the -- Medicine

PRESI DENT DOWDLE: Okay. Thank you. Okay. Wy

3C)ffice's Reports, and we'll start this nmorning with the
9Air Force, with Col onel Parkinson.

M KE PARKI NSON, UNI TED STATES Al R FORCE

10
1 MR. PARKI NSON: Thank you, Doctor Dowdle. First
lgf all, 1"d like to express ny appreciation to our hosts

lgere at the Navy, particularly for those of us from

lX\ashington, for letting us escape the weather and the

lgtress back there. |It's been really nice com ng out here,

lgven in the few hours I've been here. | want to thank you
1.

19

3 Today 1'd like to talk to you about sone

l8eve|opments in the |last three or four nonths in
2Breventive medi ci ne, public health, fromthe Air Force
2Rerspective. You know, in the Air Force we hate to play
2iecond fiddle to the Navy, and the Navy's constant
25eorganization |l ed us to believe, about 18 nonths ago,

t hat maybe we needed to reorganize, too.

P4

b In all seriousness, under General MPeke

(phonetic), the Chief of Staff, and under the increasing




Tri-Service efforts of organi zi ng our wi ngs and bases, we

lhave sonmething called the "objective wing," which is
)unlike previ ous years, where basically elenments at the
;base | evel were organized around types of aircraft or
4types of machinery or types of units. W' ve reorganized
5our wi ngs around nore functional |ines, that cross
5equipment, machi nery and troops, airnen.

, We wanted to see whether or not this
3reorganization could be done for our hospitals and nedical
9treatment facilities, to reflect the structure of the Air
lgorce, and for the past 18 nonths there's been an
lixperiment at about three nedical treatnent facilities
l%round the Air Force, to look at how this reorganization
lghat the line has done, how it m ght play out in our
lHospital and nmedical treatnment facilities.

5 W t hout going too much into the details of it,
lg/hat we found, General Sloan briefed General MPeke, |ust
lI7ast week, on the findings of that study, that show that,
l%or the nost part, the fit is a good one. That is, the
lSlay that the line is organized does appear to be
2Spplicable to our hospitals and medical treatnent
2flacilities, with a few m nor exceptions, but, inportantly,
2f2rornthe perspective of those of us in preventive
2gedicine, t here have been a couple of realignnments which |
2t4hink are very inportant, and which General Sloan and the
2[Beadership of the Air Force Medical Corps also believe are

significant, and that is, specifically, the reorganization




of the aerospace nedicine entity within each one of our

lhospitals.

R Aer ospace nedicine is one of the four major

3units in the nmedical organization, but fornmerly two
4inportant el ements related to operational nedicine were
5reaIIy out side the scope of the aerospace nedicine
Sdivision, and those were readi ness and health pronotion.
7Both of those functions reported, in a sense, directly to
3the hospi tal conmander, as opposed to being part of what

9we call the operational nedicine structure at the base

| evel .

10

1 Under the reorgani zation, both readi ness and
lEealth pronotion will be underneath aerospace nedicine.

lyoma what that neans from our perspective is, it's very
li4nportant. Nunmber one is, it makes the |ink, that
l%eadiness is not just treating the patients after they've
lgeen i njured, but incorporates the phil osophy of
l9revention up front, because aerospace nedicine really is
lghe cornerstone of how we do prevention in the Air Force.
9 Secondly, the notion of health pronotion, which
28efore now has increasingly been a nunerator-based
2Rrogram as opposed to having a public health and
2genom'nator-based approach, and with the enphasis in
2gerospace medi ci ne being true public health, with enphasis
22” epi dem ol ogy, we feel that bringing themtogether in
28ur training prograns and in our practice wll enhance

both of these areas significantly.




So that is just -- literally it was just decided

lupon | ast week. How that will play out over the nonths
)and years to cone is yet to be seen, but |I think it bodes
3vveII for our approach in these areas.

1 Secondl y, approximtely a week ago, a conference

5was hel d, a week-long conference, on restudying on how we
3do readiness in toto in the Air Force. Unlike previous
7neetings, there was consi derabl e preventive nedicine,
3occupational medi ci ne, and public health input at this
9meeting, and the output of the nmeeting reflected that
lionput.

Specifically, the preventive nedicine services

i;eanl and the relative codes that are put together for who
lghose peopl e are and how they would function, have been
lﬁpgraded to include preventive nedicine, occupational
lgedicine or aerospace nedicine-trained physicians,
lgilitary public health officers, and bioenvironnmental
l;;ngineers, i n a philosophical and conceptual way that I
lghink has much nore nmerit than previous organi zati ons of
lbhese el ements, for our readiness effort.

b0 Secondly, the formation of a specific
2ipidem’ology team which would be used for in-theater
2iupport, whi ch many of our sister services have had, if
2got in concept but also in practice, we really did not
2Have, and that devel opnent of that epi-team which would

)Ee used in theater to support the various preventive

medi ci ne service teanms at the |local |evel, has al so now




been codified, and the Air Conbat Command will take the

lIead in fleshing out these concepts and inplenmenting them
,as needed, as oftentines they're the wedge when we go infd-
;sone action out of Langl ey.

1 The third conceptual devel opnent, which | think
5is a very inportant one, happened, of all places, in
5headquarters of the Surgeon CGeneral's Ofice, which is
7general|y rare, but it's sonmething we call the "opti mal
heal th working group.”™ This started out as an informal
9conversation in the Surgeon General's office, those in
heal th adm ni stration, the managed care division, and

10
finally in the aerospace nedicine/preventive nedicine

11
lgivision, when we realized that really the cornerstone of
lgri-care and the cornerstone of managed care is health
lQrormtion and di sease prevention, whether in a popul ation
lgr on an individual basis.

6 We started neeting informally to tal k about how
lt7he programs that we were doing health pronmotion, how did
lghey really interface on the clinical care that was going
150 be delivered under tri-care in our facilities? How
2}()vill the Air Force-led regions have to rely upon the
2i\erospace medi cine units that are doing such things as
2Beriodic physi cal exam nations? How does it all make
2§ense?

b4 We started these informal conversations, and we
2Eound it to be a very useful forum that's going to get

into an iterative dialogue with the Office for Prevention




and Health Services Assessnent, which | discussed very

lbriefly last tinme, in San Antonio. For exanple, about a
)nDnth ago we had in Doug Canero (phonetic). Doug is the‘A
;director of clinical preventive services for the Ofice of
4Disease Prevention and Health Pronotion, of the Public
5Health Service. Very shortly, the Public Health Service
5vviII be | aunching a national canpaign called "Put
Prevention Into Practice,"” which is a series of

:inplenentation strategies for physicians, other health
9care providers, and office staff, to inplenent the guide
lbo clinical preventive services.

1 The Air Force Surgeon General has said that he
L%ﬁnts to adopt this program and adapt it to Air Force
lgeeds, and this optimal health working group, in concert
l\ﬁlith the Office for Prevention and Health Services
léssessnent, is devel oping an inplenentation strategy for
lgll Air Force MIFs, to adopt the Put Prevention Into
ll?ractice Canpai gn, once it's |aunched nationally.

3 So we made a commtnent to purchase the kits, to
lBurchase t he provider handbooks, to purchase the patient
2Bassports for health, all of these tools which have been
2flound to be real useful in increasing the delivery of
25Iinica| preventive services in the office setting. That
2gould not have been possible w thout this optiml health
2\ﬁfvorking group, because the health adm nistrators and the
2ganaged care people, quite frankly, have the dollars; we

don't. We have the ideas. To be honest, |I'mbeing a




little facetious, but that type of networking, at the

lhighest | evel in the Surgeon Ceneral's O fice, has been
Lvery productive in a short period of tine. o
: I n anot her coll aborative effort which I think is

4very good, Captain Cunnion, Colonel Tom inson (phonetic)
5and mysel f have net several times to go literally line by
3Iine t hrough the Tri-Service inmunization regul ation,
7mhich, to our know edge, as far as we know, has never
3reaIIy been done before, in a face-to-face way.

) Qur goal is to try to consolidate the regul ation
188 much as possible, not to duplicate existing ACI P or
lgther i mmuni zation gui dance, and to try to standardi ze
l%erm’nology wher e possible, for various immunization
l5equirerrents, particularly in the area of things |ike
lipecial forces, deployable units, special ops, things like
l%hat, all of which have different requirenents, if you'l
lgotice, in this special grid that was in that reg, for
lt7hose of you who have seen it. |It's really quite
lgorrplicated, and to someone | ooking froma distance it
l8idn't seemto nmake a whole | ot of sense, and | think
2ge're maki ng sone real headway there towards doing that.
b1 You may be aware that, under Ms. Christine Gebby
2&phonetic), President Clinton has announced a presidenti al
2|3-|IV/AIDS education initiative, which DoD Health Affairs
22nd t he individual services are tal king about how to
2%rrplenent. Basi cally, the thought is that all federal

enpl oyees shoul d be aware about AIDS in general, and




specifically supervisors, about how to supervise and dea

lvvith enpl oyees who may be infected with the H V virus.

~

R We have had several discussions with our people

3at t he Pentagon, awaiting further DoD Health Affairs
4guidance on these issues, but that's taken a considerable
5am)unt of time. W have also revised our HV train-the-
3trainer course in San Antonio, to incorporate sone of
t hese neasures.

[
Finally, just to tell you that the future

jneeting, probably the next one, we would like to have
lgolonel Jim Wight, who many of you know, my predecessor
L&n this job, conme up and brief you on the status of the
lE)ffice for Prevention and Health Services Assessment. Jim
lgnd col | eagues are neeting today with Doctor Steve Toich
lgphonetic) and others at CDC, on their prevention
lgffectiveness initiative. They just returned froma visit
L%O Group Health, Puget Sound, to |look at the
li7rrplementation and tracking of clinical preventive
 gervices.

9 The Surgeon General has fully funded and
2Suthorized 37 FTEs over the next year-and-a-half, to staff
2&his unit in San Antonio, and | think we'll be able to do
2iome real cutting-edge projects out of there, and Doct or
2¥Vight has expressed his willingness to come and talk nore

)hn dept h about the organi zation and function of OPSA

)gphonetic) in the future.

Thank you.




PRESI DENT DOWDLE: Thank you. A positive

lreport, i ndeed. Questions, comments anyone woul d have?

)Yes, Bill?

Bl LL SCHAFFNER, VANDERBI LT UNI VERSI TY

3

b MR. SCHAFFNER: Just a comment. | was
5interested I n Col onel Parkinson's coments about
3standardizing the i nmmuni zation requirements. | wonder, is
7there a way to bring that back to the coonmttee |ater, and
3show us how that's working out?

) MR. PARKINSON: Sure. | think this has been --
liot's a Tri-Service reg, and certainly | think that would

l?e productive.

2 PRESI DENT DOWDLE: O her comments, questions

lgromthe Board? Ckay. Thank you very nuch, and let's
lHvove on, then, to Navy. Captain Cunnion? And wel cone.
l?orry we m ssed you the first go-around.

6 STEPHEN O. CUNNI ON, UNI TED STATES NAVY

7 MR. CUNNION: | think you started a little bit

lgarly on ne.

9 PRESI DENT DOWDLE: Yeah, right.

b0 MR. CUNNION: | had taken Thursday off for Lunar
2Elew Year, and then Friday wi th Washi ngton neets
2&phonetic), so |l was a little bit behind the eight-bal
2giguring out what was happeni ng here.

b4 Rat her than bei ng redundant, what M ke said,
2%hat the Navy is following a |ot of the sane paths here,

with clinical preventive services, we have a formalized




Navy clinical group that is going through our ned manual

linformation stuff, and trying to make it nore conpati bl e

)mﬂth the U S. Task Force. So far, we've started working

~

3on the physicals, and we've started elimnating things

4Iike UAs and CVCs and EKGs for the healthy soldier, to cut

| down on costs. Hopefully, we can recapture this noney for
D

| heal th pronotion.
D

. They always tell you, "What do you have to

3give?" If you start a new program they always ask you,

B”Where are you going to get the noney fron?," and

l8rovidentia||y we can say, "Well, we don't have any noney,
Lio we can't nmove any noney fromany different fund."” So
lIzast year we had put noney in for health pronotion, bid
lgor noney, and we didn't get any noney, so we figured this
l\ﬁfvay we'd try to save the Navy a few mllion, and ask for
lgt | east half of it back, if not all of it back, to use in

heal th pronotion.

i: So that's going along very well, and I was a
lI8ittle bit hesitant to think that preventive nedicine
180U|d actually tell the clinical community how to set up
Zaone of their guidelines, but it's nmoving very well, so
2ilt's very encour agi ng.

b2 Qur biggest problemw ||l be tal ked about a

)gittle bit later, and that's our ongoi ng pneunoni a
)Zutbreak here at Canp Pendl eton. The malaria scene that
)ge've been tal ki ng about over the | ast few neetings, from

t he post-Somalia era, has stopped, and we'll have a little




presentation by Captain Ledbetter on that infornmation, to

lget you a perspective of it.

X MS. LEDBETTER. All right. Good norning, gang.

: I wish | could take credit for the weather. It has been
4perfect.

- This is the pneunonia picture this year. Every
3year at Canp Pendl eton we have a problemw th a pneunoni a
7outbreak, this one particular treating area that the
3Marines cone to after they get out of boot canp, called
9the "52 area." The 31 area is part of their training
l}()\/hile in boot canp, and they still have a dose of vicillin
l&phonetic) on board. They get a dose of vicillin when
l%hey come up to train at that area, so the people in the
lgl area are laced with vicillin. Those in the 52 area are
l2rowded together in conditions very simlar to boot canp,
lgnd field conditions, and the other area enconpasses the
lg/hole entire rest of the base, active duty cases only.

7 For this year, | apologize for the typo, it's
lgctually '93-94, but this shows has (sic.) kept a | ow
lIgevel all along. There's a little endem c pneunoni a, and
2bhen t he peak that starts every wi nter began again this
2Y/inter, ri ght around the holiday period, as it usually
2goes, and we had nore sterile site isolates this year than
de did | ast year, and we al so had sustai ned peaks, which
2t4riggered the intervention, and you see here we had one
2gyogenes at the 52 area, and three pneunococcal isolates,

one fromthe 31 area, pneunpbcoccal, and one penicillin-




resi stant pneunococcal at another area, main site,

lactually, not in a training area.

R Breaki ng that up, just to show the epidemc
;period by week, that one week | can't explain why it
4dropped off, but it still remained a fairly high |evel at
5the 52 area. We began intervention pneunovax (phonetic)
5while they were still at -- this is the 52 area only, and
7the |l ow |l evel, and then it starts right after the holiday
3season, generally, and it stayed up except for that one
9vveek when we only had one case, and began the intervention
LSt Canp Pendl eton with pneunovax on the -- let's see, I'm
liorry, the 18th of January, and on the 31st of January
lBegan up here at Canp Pendleton, and I'I|l show you sone
l§Iides of that.

4 From an historical perspective, |ast year we
lgidn't have to have an intervention. There was a little
lgeak; it wasn't sustained, and then it dropped off. In
lt7he year before that, a little different graphic
léepresentation, but there was a big peak, began the sane
intervention, vicillin and pneunovax, and that dropped off

19
2Bairly rapidly, after the intervention began. They give
2ahe pneunovax at the recruit area, when they're still in
2Boot canp, and then they give both vicillin and pneunobvax
Zgo t hose people who are al ready here.

b4 Then '91-92 intervention, different
2%epresentation, fewer sterile site isolates that year, and

it's often very difficult to determ ne what's causing the




out break, and you'll hear npre about that | ater. [ "1

lturn this off for a nonent, and show you sonme slides of

)how we actually did this.

: Okay. Here are the happy canpers, |ined up and

4ready to get their pneunovax and penicillin, and we did it

5out of the gymmasium across fromthe clinic; that was
5vvhere we started giving it, in the gymmasium It took
7about a week to do. This is the inside. People are
3Iining up, getting ready. We had them sign the inforned
9consent, and this is the team of preventive nedicine techs
l8iving it. 1 know we won't get a | ot of synpathy fromthe
l%ast Coast people, but it was too cold in the gym

2 UNI DENTI FI ED SPEAKER: Where's the icicles?

3 MS. LEDBETTER: Doesn't count w thout icicles?
lX\éll, we were a little unconfortable, so we nmoved the

lgperation into the clinic, and just lined themup in the

lgall, and had them swab their own arns. Is that in focus?
7 UNI DENTI FI ED SPEAKER: They're shivering.
3 MS. LEDBETTER: The photograph may not be in

l5ocus. Okay. Had one group of 300 people that came in
)Bron1the field, and those poor guys were so nuddy, when
)&hey tried to swab their arnms they just stirred the nud

)%round, so they haven't been shot yet; we're waiting on

2ghose.
b4 That's the pneunovax, and then of course the
)gicillin. They have to have sone privacy for that, so

that's a different room and then they get herded back




outside to wait and see if they anaphylax, so it's

lcertainly not --

~ A

R That's how we responded to the outbreak this wet

3season, and I want to thank ny col |l eague, Doctor G nsberg,
4for preparing those good color slides for me. | just have
5a little bit about the malaria, and | want to thank ny

3graduate student, Sue Shall ow (phonetic), for preparing

t hese overheads, these graphics.

[
: As you know, there was quite a bit of
9pneurmnia -- I"msorry, malaria, comng out of Somalia,

lSnd this is the representation. W had about 128
lilndividuals, some of whom were unfortunate enough to have
lBOth vivax and falciparumat different tinmes, so we
lgctually have, | believe, 134 different cases, but you see
lt4he initial peak of falciparum and then the vivax com ng
l%n | ater, and a few m xed infections, vivax and
lgalciparum which give a little bit of a cluttered slide,
llgut there it is, just vivax and falciparum and that one
l%alciparumout i n Septenber | haven't understood, but |
l8al|ed and talked to the | aboratory officer who di agnosed
th, and he said yes, there were crescent-shaped nerzoites,
2i\nd he felt confortable that it was fal ci parum

b2 UNI DENTI FI ED SPEAKER: Ma' am what do you
2gttribute that one nonth with the | arge anount of
2zalciparumarmngst - -

MS. LEDBETTER: Well, they were still in-

D5
country. Renenber, they went the 9th of Decenber, and




this is January, so they're still there. They're getting

ltheir i nstant onset of falciparumas they' ve conme into

,country, and conditions were particularly arduous early
3on, as they were clearing brush and being nore heavily

4exposed, and | think a lot of this is related to exposure.

i We broke it down by race and ethnicity, and then
D

5did the same for just vivax, and age distribution, of

7course, follows the age distribution of the Marine Corps.

: It's nostly in the younger people. Looking at it by

9corrpany, you see that one conpany is very heavily

l(r)epresented, One- Seven, who was working by the Juba River

lan Bardera, and a few others. The other peak here is the
lgeventh Engi neering Battalion. They were out road-
lguilding, pushi ng over -- brush.

4 When you | ook at that one conpany, One- Seven,
lgnd break it out into different parts of it, that one
lgnit, A Conpany, is heavily represented. Some of them we
lI}aven't been able to contact all of these people. W' ve
li8ntervievved many of them face to face. Sone of them who
lBave gotten out of the mlitary we've contacted by
2belephone, and then there's sonme that we haven't been able
2&0 interview at all.

b2 Looking at it by job description, obviously
2ghose peopl e who were out in the brush, the infantry and
2t4he weapons peopl e, who again are forward-depl oyed on the
2jsob, before the vector control people can get in there,

are nost heavily represented, and | ocations, obviously




everybody, practically, was in Mbgadi shu at sone point in

ltime, but we think this is really the problem area,
)Bardera, where they were working in those particularly
;arduous condi tions.

b Okay. That's it for the visuals, but we're just
5beginning to | ook at the malaria data, and hope to have
3some nore definitive ideas about how to prevent outbreaks
7Iike that in the future. The pneunpbnia is the current
3crisis, and you'll hear nore about that from Doctor G ay
9tormrrovv. Thank you

UNI DENTI FI ED SPEAKER: Ma'am | was wondering --

i: MS. LEDBETTER: |'m sorry; yes.

2 PRESI DENT DOWDLE: Yeah, please.

3 UNI DENTI FI ED SPEAKER: | was wondering, have you
lHeard t hat maybe when a Marine unit of Twenty-Ni ne

lEalms -- take their prophylaxis?

6 MS. LEDBETTER: |'ve heard that runor, too.

l'7I'wenty-Nine Pal ms One-Seven is from Twenty-Ni ne Pal ns, and
lghat's the unit that had the heavy exposure, and | think
li9t's really nore of an exposure-related problem In
2balking to just a few people, | haven't done the controls
ert, but in talking to a few people who were there, and
2gidn't get malaria, it alnost seens |ike those people were
2I3ess apt to take their prophylaxis. Perhaps they were
2Hvore willing to admt that they hadn't taken it than those
2geople who cane with the disease, but it's really very

difficult.




In conbat conditions, they didn't want to put

ltheir nets up, because it made a bigger target to be shot
)at, so they were reluctant to use their nosquito nets. o
;Also, t hese people, particularly the One-Seven Unit, were
4on patrol by this river, and they were patrolling for 12
5to 16 hours a day, and then they would just sort of drop
3vvhere they were and take catnaps, with no opportunity to
7use nosquito netting.

They didn't like the Deet. Many of them didn't

juse it. They couldn't bathe for six weeks, at the tine.
lEhere was no water. The water that they had, clean water,
l%as brought in in small amunts, so they went for a six-
lBeriod wi t hout bathing, and the Deet on their skin is very
lgreasy, and then the red dust that was in the area nade a
lXery nasty concoction that stayed on their skin, so they
l)g/ere alittle reluctant to use the Deet.

6 They weren't reluctant to use the pills. They
lgid i ndeed take their prophylaxis, not necessarily
léegularly. Those that took weekly mefloquine did a little
lSit better about taking it, and particularly those units
2}()\/here there were people com ng around, usually their
2gl‘orpsmen, on a weekly basis, perhaps at the chow hall or
Zione set area, remnding themto take it, but nost of them
2}g\/ere taking their prophylaxis. Some of them would forget
22 few pills, but in no group was there any organized

)gffort not to take it, or not to use preventive neasures.

They were properly trained and encouraged to do it, but




there were a lot of problens with i ncorporating that.

Any ot her questions?

~

PRESI DENT DOWDLE: Ot her questions? Yes, Bill?

: MR. SCHAFFNER: Were there choices in

4chermprophylaxis?

MS. LEDBETTER: The choice was nefl oqui ne. That

D
lwas the Arny's suggestion. However, there was no
D

7nef|oquine here in the United States, so when the Marines
left, in order to have them prophyl axed when they arrived
9in country, they were begun on doxycycline, and
lbransitioned to nmefl oqui ne over a week's tinme, which
lRrobably was i nadequate. They probably needed nore than
l&hat, but at that tinme that was the guidance. Also, there

lg/ere a few aviators, and the aviators can't take

lZefloquine, so they stayed on doxycycline, several heli-

ilots.
B
6 PRESI DENT DOWDLE: Did | see soneone el se? Yes.
7 Rl CK ERDTMANN, OFFI CE OF THE SURGEON GENERAL
3 MR. ERDTMANN: | just wanted to make a coupl e of

l8orments fromthe Arny experience. W had a |ot of the
2aim'lar findings that you did, initially having a problem
2Y/ith falci parum and then later on with vivax. 1In terns
ng our forces that were depl oyed, while they were there,
2ghey al so, sone of the groups were taking doxycycline and
2iome wer e taking mefloquine, and the group that were
2%aking doxycycline seemed to have nore of a problemwth

the falciparum and so the thought was, well, maybe it




just didn't work as well as nefl oqui ne. It turns out that

lfurther study showed that people that were taking the
)doxycycline were taking it less religiously than those
_mﬂth t he nmefl oqui ne, because the side effects were higher,
4and so they stopped taking it, and that was probably the
5reason that the doxycycline was not as effective.

The main problemthat we had with vivax, on the

~

D
7returning sol diers, was that our initial intelligence that

3vivax was a very prom nent strain over there, so we didn't
want to expose thousands and thousands of people to a
l8rimaquine (phonetic) if it was not necessary. \Wen we
l?egan seei ng cases of the vivax, we of course started
lButting everyone on prinmqui ne, and that has essentially
l§topped the problem

4 MS. LEDBETTER: | didn't have a | ot of people
l%eporting Gl problenms. There were one or two who reported
lgl problems with the doxycycline. The real problem was
lt7hat it was daily, and they were in such an intense
lgituation. You know, you tell people, "Well, put it by
lgour t oot hbrush,"” but they didn't have tinme to brush their
2beeth, and, you know, they were in very intense conbat
2gl‘ircumstances, and they'd sinply forget the daily reginen.
b2 MR. ERDTMANN: Yeah, that was part of the
2gorrpliance problem it was not just side effects.

b4 MS. LEDBETTER: Right, and the prinmaqui ne, sone
2geople didn't take it. Again, it was, you know, they were

now back, it was a different scenario. They were not




stressed, in a conbat situation, but they were away from

that. They wanted to forget, and people tended to rel ax

~

L
once t hey got back in the states, and were not as

3corrpliant with taking their prinmaquine. However, those
4people who experienced vivax malaria described it as a
5very bitter experience. They didn't like it, and I'm
3convinced that they actually did take their prinmquine
7after they came down with vivax, and yet we've had about
3six peopl e who have had recurrences, after conpleting a
9course of primaquine, and | do believe that those people
l}()\/ere conpliant, and that we really have a problemw th

lrlelative pri maqui ne resistance.

VR. ERDTMANN: We saw sone of those cases, too.
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3 MS. LEDBETTER: Other questions? Thank you.

4 PRESI DENT DOWDLE: Conmander Potter, do you have
ny other --

1 8"Y

6 MR. PETERSON: We don't have anything further to

lSover fromour units. The presentations here are covering
lghe activities we're involved in, as well as the
lBresentation - -

b0 PRESI DENT DOWDLE: | think that's all fromthe
2Elavy. Just a rem nder, folks. Please identify yourself
2Before you address a question, and for those folks in the
2gudience, if it's at all possible, if you have a questi on,
th you could conme up to the mi crophone to identify

)gourself. We're having a recording made, and | notice our

recorder over here devel opi ng whiplash. |'msure he'd




appreci ate anybody who would conme up to the m crophone and

identify thensel ves.

L -
> Sir?

s GERALD FLETCHER

1 MR. FLETCHER: Captain Cunnion, | believe you

. mentioned earlier some deletions you had made in
D

| di screting el ectrocardi ogram and urinalysis. Wat were
D

t hose ot hers?

[

: MR. CUNNION: CVC, for just a normal routine
9physical.

L0 MR. FLETCHER: | would certainly agree that an

lilectrocardiogram that's probably not a very good yield
lgn that. That would be a very cost-effective deletion.

PRESI DENT DOWDLE: Thank you, Captain Cunnion.
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lhet's nove, then, to the Army, and Col onel Erdtmann.

L MR. ERDTMANN: |'m going to be bringing up three
lgr four topics for the AFEB today. | also would like to

l§hare my thoughts about how the Navy has prepared for this
lgeeting. It's nice to get into warm 45-degree weat her,
lSlthough I was expecting 80-degree. |Is that going to
2gappen |l ater on in the day? Any prom ses?

b1 The first item of business | wanted to talk
2%bout is the continuing Congressional and nmedia interest
Zgn this post-Gulf War problem of mystery illness, the
2Qutative "post-Persian Gulf War syndrone." There has been
2garious hypot heses, as you know, expressed about what

m ght be causing these illnesses, fromoil well fire snoke




to other petrochem cal exposures, |eech noniliasis,

ldepleted urani um vaccines that were used over there,
)chenical protectants agai nst chem cal warfare agents.
Then the |atest thing that you've probably been

B

4reading about in the newspaper is the fact that perhaps

5our troops were actually exposed to chem cal or biol ogical
5warfare agents, either purposely on the part of the
7Iraqis, or perhaps because of results of our own coalition
3bonbing.

) | can tell you, with alnost absolute certainty,
lbhat that in no way is true. This has been | ooked at from
livery possi bl e angle, and there's absol utely nothing that
litands up to scrutiny, when one |ooks at that very
lgarefully. There is no support for that allegation, from
lt4he standpoi nt of our intelligence informtion.

lg‘ertainly, whil e we were over there, although we were
lgrepared to make such di agnoses, and to take care of
leatients, we didn't see a single patient in any of our
lgospitals that presented with chemcal injury due to a
lSlarfare agent-type injury, or to a biological weapon |like
26nthrax or botulinum

b1 So this just does not hold up, whatsoever, and
2%0 suggest that | ow grade exposure is now just suddenly
2§howing up, due to exposure to these agents, is just
2Qonsensical. | realize there's a lot of political
2gensitivity to what | just said, but | don't mnd that

bei ng recorded for posterity.




UNI DENTI FI ED SPEAKER: Sone people tal k about

lstress-related.

, MR. ERDTMANN: That's right. Sone people can't

;even tal k about that. Part of the dilemm with this whole
4problemis that we cannot even define, or establish a case
Sdefinition, for the Persian Gulf War syndrome. We have
5asked Doctor Jay Sanford, a very well-known authority in
7infectious di seases, as well as an internationally
3renowned physician, to help us try to devel op such a

9definition. He has revi ewed dozens and dozens of charts

lBromindividuals who have these sustained ill nesses, and
lIias given us a prelimnary report.

2 So far he has been unsuccessful in com ng up
lg/ith a definition that we can use, although he has given
Lﬁs sone i deas about how to proceed wi th perhaps devel opi ng
lguch a categorical diagnosis, although, as | said, we have
not been successful yet.
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We do have a surveillance systemin place. As a

L7
lgatter of fact, all of the three services, the Navy, Air
lgorce and Arny, do have surveillance systens in place, to
2bry to capture and give sone idea about the scope of the
2Rroblem al t hough, again, since we don't have a
2gefinition, what actually are we collecting? Basically,
2gur criteria are pretty sinple. Anyone who was a
2Qarticipant of the Gulf War, who has a persistent nedical

)groblen1that doesn't have an obvi ous explanation, is part

of our database, and we have so far 149 peopl e entered.




W did alittle bit of a check on the first 117

cases, and 1'd like to share sonme of that with you, if you

Il

)could just show the -- basically, this first view graph
3shows the type of data that we're collecting. It's a very
4sirrple report. It's sent to us by electronic transfer,

land we receive it in our office, and then keep a dat abase.
D

| Next .

D

. These are the nost comon synptons that are
3being reported in those reports. 1'll leave that up for a
9second, so that you can digest that. | think these sane

laynptoms are being recorded by the Navy and the Air Force.
llThey're al so the ones that are reported by the nedia, and
liomehow there seens to be a relationship between what's
l5eported in the nedia and what's reported in our clinics.
4 Can | see the next one, please? Unfortunately,
lgs we don't have any objective markers for this illness,
lg/hich is really, again, part of the major problem-- |
l§pologize for those of you who are sitting down this
lgisle. You probably can't see that very well, but for
lbhose of you who are on the far side, you can. There's a
2bable there that shows, on the |eft-hand side, these 117
2gl‘ases that are broken down by various denographic
2¥ariables, and on the right-hand side are the breakdown of
2ghe sane variables, of all the people who participated in
2t4he Gul f War.

I gnore for the nmonment the center colum, which

D5
is the breakout of the Persian Gulf registry that the




Departnent of Veterans Affairs has, because that registry

lincludes everyone who wants to cone in and register, for

L,any reason what soever, so it's not necessarily related, or
;exclusively defined to be those who have the so-call ed
4”nystery illness,"” so just |ook at the colum on the |eft
5and on the right.

| can't see it myself, but | wanted to highlight

~

D

7the fact that there seens to be an over-representation of

3women in our database. It's a relatively small nunber, so

9I'mnot sure what that nmeans at this point. There seens

lbo be an over-representation of officers, and an under-

lrlepresentation of blacks. Again, | don't know what any of
l&hat means at this point. It's just an observation at
hi s point.
51 s P
4 The Department of Defense Science Board is

l%ooking into this matter in nmuch greater depth. Doctor
l%oshua Lederberg, a Nobel Prize laureate, is chairing that
l9roup. They're hopefully going to conclude that there's
lgo uni fying explanation in ternms of a specific type of
lSxposure that is encountered for these ill nesses, but
2}()\/e're not exactly sure what their actual findings are
2going to show us.

b2 The Institute of Medicine, which is part of the
2%Iational Acadeny of Sciences, is also going to be
22onducting a three-year study, which they've just begun,
2%0 hel p shed sonme light on this whole problem and another

major initiative to bring to your attention is the fact




that the Departnent of Defense and the Departnent of

lVeterans Affairs has now established a coordinating
)office, with several individuals inside of it that are
_actually organi zing a reasonabl e response to Congressi onal
4inquiries and to media inquiries, as well as to nonitor
5new prograns and to coordinate research initiatives, so
5think that there's sone hope that this will get nore
7organized than it has been in the past.

: We will continue to keep the AFEB apprai sed
9about this, and we may actual ly be asking specific
l8uestions to the Board, to help us sort this all out.

The next issue I'd like to --

i; PRESI DENT DOWDLE: Doctor Erdtnmann?

3 MR. ERDTMANN:  Yes?

4 PRESI DENT DOWDLE: Before we nove off of that,
lg'd like to see if at this time -- we had sone questions

l8n this issue, but also | ask Doctor Harlan if he would
l§Iso comment on the other activities that are going on,
lgome of which you' ve already nentioned.

Bl LL HARLAN, NATI ONAL | NSTI TUTES OF HEALTH
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MR. HARLAN: Well, amdst all this mlieu of

0]

2Reople I nvestigating and | ooking and trying to determ ne
2ghat this situation is, the Bureau of Veterans Affairs
2gsked the National Institutes of Health to convene a
22onsensus conference. Since | run conferences, along with

)8ther things that I do, we responded quickly, by telling

them that we only do consensus conferences when we have




data on which people can cone to a consensus, and we coul d

lfind no data here.

~

R However, we are going to have a conference. It

3vviII be on April 27th and 28th, of National Institutes of

4Health, that will be patterned a bit |like a consensus

. conference, in that we'll have two days in which we'll
D

| have scientific presentations, including presentations by
D

t he various panels and wor ki ng groups that Col onel

[
3Erdtmann noted, and we'll also have a panel of people who
9vviII | ook at the evidence, and sift through it, and al so

laift t hrough the evidence that's presented, and we're
lgoing to provide an opportunity to be presented by people
L%ho feel that they're affected or represent groups that
lgeel that they have been affected by the Persian Gulf
 §xperience.

5 We are certainly not calling it a syndrone.
lg\é're calling the neeting "The Persian Gulf Experience and
lI;Iealth Effects,” and not |abeling it as a di sease or
lgyndrome. We plan on having people who will discuss the
l5indings with multiple chem cal sensitivity, chronic
2Batigue syndrome, autoi mmune di sorders, and nunbers of
2gther t hi ngs that have been inplicated as bei ng associ at ed
2Elith the Persian Gulf experience, and with the synptons
2ghat come out of this.

b4 Qur expectation com ng out of that neeting is
2%hat we will have a panel that will make some coment

about the likelihood that such a syndrome or such a set of




conditi ons exists, what they m ght | ook like, including a

lsyrrptomand sign conpl ex that m ght be associated with it
,or not, as the case may be, and sonme suggesti ons about how
3to study this further, but | invite all of you to cone on

4the 27th and 28th, and hear what happens.

As | said, it's going to be, part of it, perhaps

D
la bit of a free-for-all, because we have decided to open
D

7it to testinmony from groups other than those who are
3invited to present scientific data. We think that we'll
have the information fromthe Veterans' Registry, which |
lHnderstand now nunbers in the tens of thousands, so |'m
L&OId’ and they are going to try to bring all of that
lSxperience toget her and present sonme data fromthat, as
lgell as data from various other groups.

4 So I'd invite you to come to the neeting, and
l)Dwe'll see what happens.

PRESI DENT DOWDLE: Are there questions? Yes?
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7 MR. CUNNI ON: Captain Cunnion. During the
lg)efense Sci ence Board neeting, the |l ast one they held,
lbhey did make a notion to at some tinme bring their

information to the Armed Forces Epi Board, so you wll

PO

)Eave an i nfluence on the information.

b2 (Pause.)

b3 PRESI DENT DOWDLE: Doct or Ascher ?

b4 M KE ASCHER, VI RUS LAB, STATE OF CALI FORN A

b MR. ASCHER: In this area, as well as chronic

fatigue, | think what we're m ssing nationally is a proper




controlled study of the incidence of these things in a

lpopulation-based sanpl e, and you showed us once before one
)of your people, what | thought was the bottomline, was N
;that t hese conplaints are basically the same in groups
4that were not deployed, or in the sane mlitary
5occupational specialty, and could we follow through on
3that, and get a little nmore of that? Could the Board sort

of help you to say that this is an opportunity to do this?

[
: Now, the chronic fatigue people aren't going to
9Iike it, because they will find out that the baseline is

lbhe sanme as in their popul ation, but, you know, everybody

lIias this, at some frequency, and how do you say that?

2 MR. ERDTMANN: Well, | think that there are

lglearly sone thoughts about doing such a study. Commander
lgiay, | don't want to put you on the spot, but | know that
lgou and sonme others are contenplating such a study, and
lgaybe this would be the tine to address Doctor Ascher's
lsorment, if you w sh to.

8 PRESI DENT DOWDLE: Can you get near a
lgicrophone, but not too cl ose?

GREG GRAY, NAVAL HEALTH RESEARCH CENTER

0]

b1 MR. GRAY: M nane is Geg Gay, fromthe Naval

2I2-Iealth Research Center in San Diego. W have proposed
2ghree epi dem ol ogi c studies; we're calling them

22orrprehensive. The first study is one where we | ook at a
2[E’arge nunmber of Seabees in the Navy. Our reserve Seabees

have had the highest preval ence of reported synptons, Sso




we thought we'd look at the active duty Seabees who were

lstationed in the sanme areas, and see, based on either the

,case definition that Doctor Sanford comes up with, or a

~

3corrposite of what we find, outcome neasures, case control,
4and | ook for identifying risk factors. These would be
5self-reporting, everything we could ask. It's a pretty
3Iengthy question here already, regarding nmedicines and
7environnenta| t hreats.

: The second study is a | arge popul ati on-based
9study | ooking at existing data for hospitalizations. W
l}()vould conpare every veteran, every Gulf War veteran on
li\ctive duty, and conpare them in a two-to-one fashion,
l%ﬂth the controls, who were also on active duty but never
lgeployed to the Gulf, and follow them prospectively
lt4hrough time, for various categories of hospitalizations,
lgs coded in ICD-9 fashion. W would be able to | ook at
l%hese in large groups, as well as individual diagnoses,
l§nd hopefully | ook again for risk factors.

The third study is simlar to the second study.

18

19It's t he same cohorts, except we're |ooking at birth

)8utcones, both the fathering of a child and of female Gulf

)¥ar veterans, their offspring, and follow ng them through
Z&I me.

P 3

)zive-year course, which would take us to about the eight

)gears post-the end of the Gulf War, and we are

Ri ght now the studies are projected to have a

anticipating funding from DoD Health Affairs in the




rel ati vely near

future.

Il
)questions?

Yes,

PRESI DENT DOWDLE

Doct or

Thank you. Ot her

Gwal t ney.

B

JACK GWALTNEY, UNI VERSITY OF VIRG N A

coment s,

MR. GWALTNEY: When | make comments, am|

4
' tal king as Jack Gwnaltney of the University of Virginia, or
D

lam | tal king as a quasi-governnental representative?
D

PRESI DENT DOWDLE: Well, you're on the Board

[
3because you' re Jack Gwal t ney.

) MR. GWALTNEY: All right. Well, I amin
lionfectious di seases, and | see people continuously, and
lIiave seen them over 20 years, with these same conpl aints,

l%nd | certainly strongly support the recommendation that
lghis be approached in a scientific way, with proper
lipidem'ologic studies, and if anything good conmes out of
lghis, | would think this would be an opportunity to
lgevelop i nformation, and an approach to this problem
l\9/hich has occurred after every conflict that we've had,
lgnd which is going to occur in the future. There's
lgertainly not hi ng new about it.

Speaki ng as Jack Gwal tney, and as a taxpayer, |

0
)&hink that we are wasting noney to pursue this very far,

in terms of trying to define an illness, unless we have

D 2
)gone obj ective evidence, and we have synptons up there,
)Qut are there any signs of sed rate, anem a, any objective
intime we do have to

)gvidence? I think at some point

adhere to basic scientific principles, and what we think




is the truth, and say what we beli eve.

1 PRESI DENT DOWDLE: You're absolutely on target.

R MR. CUNNI ON: The Veterans Adm ni strati on has

3given mega wor kups to 50-sonme people, and have found no
4major differences. The Arny and the Navy have worked up,
| what, maybe 30, 40 people with a nega wor kup, and we have

;not conme up with any objective finding.

. MR. GWALTNEY: Could | say one nore thing?
3Realize that, despite the best efforts of this group
9there wi Il always be people in groups who will never
l8e|ieve what the results of any scientific study are, and
l&hey can never be pleased.

PRESI DENT DOWDLE: Doctor Kuller?

12
3 LOU KULLER, UNIVERSITY OF PI TTSBURGH
4 MR. KULLER: | think one of the problens we get

lgnto here is the fact that we refuse to accept the
lgossibility that psychiatric diseases are really diseases,
l§nd the possibility that some of these people actually are
lguffering fromvarious psychiatric diseases, as well as
lbhe possibility sonmething el se m ght be there.

b0 It seens farfetched, but the reality is that
2&hings | i ke depression, which all of us recognize as a
2gisease process, and it is an inportant process, is not
2gcceptable as an expl anation for any of these particular
2t4ypes of problens, and | think that's very unfortunate

)Eecause, in essence, sone of these people probably do have

substantial psychiatric disorders, that need good




treatnent, and we may be doing a disservice by the

lapproaches that we're using to deal with this problem but

)it's unaccept abl e.

: It's an interesting phenonmenon, that it is

4unacceptable to have a psychiatric disease, even though we

lall recognize the fact that there are psychiatric
D

| di seases, and that they have a basis in biochem stry and

D

7physiology, as well as in the environnment.

PRESI DENT DOWDLE: Captain Cunnion, then there's

B
9a guestion in the back.

0 MR. CUNNION: Again, with the VA and with our
liervices, t he nost common di agnosi s these peopl e have been
lgiven, across the board, has been a psychiatric diagnosis.

PRESI DENT DOWDLE: There was a question in the

izack; " msorry. Yes?

5 KEVI N ROBBI NS

6 MR. ROBBINS: Yes, |I'm Kevin Robbins, Rose
l{7phonetic) Air Force Base. | just wanted to say, fromthe
léir Force side, we had about --

9 PRESI DENT DOWDLE: Could you conme up near a

2(r)n'crophone?

b1 MR. ROBBINS: |I'msaying |'mtracking this for
2%he Air Force. W had about 30 reports, and actually only
2gbout 25 of those people have been in the Air Force, and
2t4hose are just the same 30 people that have been seen at
2éir Force facilities, but some of them were Arny, Marines,

and the overall majority were enlisted Caucasian nal es,




with very few femal es, very few racial/ethnic groups,

ot her than whites, and | would agree that nost of the tine

A~

Il
DMMen there is an actual diagnosis that is given on the

3report, it is a psychiatric one.

PRESI DENT DOWDLE: Doct or Hansen.

BARBARA HANSEN, UNI VERSI TY OF MARYLAND

MS. HANSEN. It's clear that we're dealing not

~

D
7just with a possible nedical problem but with a political

3problem and 1'd like to urge that this group or other
9contacts involve the Ofice of Science and Technol ogy
l80Iicy. The individuals there whom | know are interested,
li\nd I think they ought to be coopted into hel pi ng nmake
LBUbliC statenments, and put forth clear information on this
l§ituation.

4 PRESI DENT DOWDLE: Okay. Yes, Col onel
lEarkinson.
6 MR. PARKI NSON: Just one quick comment. This
l§eems to be an area -- apparently they have been done, but
lghey haven't been publicized much, that |1'm aware of, of
lgross-cultural studies. | nmean, the Gulf was unique in
2Hsing forces frommny allied countries from around the
2World, and what | heard secondarily was that, when you go
2Back and you | ook at other non-Anerican allies, they don't
2gave this syndrome, or these self-reported synptons,
2\ﬁf\hatsoever. It may be a uniquely American thing, in which
2gase it's just the way that we would | ook at heart disease

and chol esterol, and certainly we have a natura




experinent here, with all of our allies.

) PRESI DENT DOADLE: | think many of you w |

)recall that when the Board first discussed this, well over

3a year ago, is that we felt |ike that the Departnment of

4Defense and the VA should nove very quickly, and should
L al so get outside experts as part of the review group. The
D

| AFEB felt like it could be of sonme use, but there really

D

needed to be individuals brought in who were further away

[

3fromDoD t han perhaps we m ght be.

) On the other hand, | think that we did express,
lSery early, and | think that that still holds, that we

lWould be glad to be a part of the process, and would be
lglad to review any of the studies that any of the services
lglere perform ng, that m ght be brought to the Board, and |
lt4hink this is a service that the Board could provide, and
LE assume |I'mstill speaking for everyone here, to say that
lge woul d be glad to do that, but clearly | think the
l9rocess of getting outside experts perhaps is really the
lgbre neutral way to go.

Yes, Doctor Ascher?

19
MR. ASCHER: The problem w th suggesting it, if

D
;gou do a study where you show that the frequency of these
2iynptoms are the sane in people who were not exposed, the
25ea| issue is that the frequency of these are fixed in a
2Qopulation, and sonme people report them and consider
2%hemselves sick as a result of this conplex, and the

chronic fatigue association has gotten to the point, now,




where last nonth, in the newsletter, they added nasal

lstuffiness and occasional | oose bowels to the case

)definition.

Well, the problemis, this is what everybody

B

4has. | mean, if every time you felt your side of your

| head itch, and scratched it, and you said, "Cee, | have a
D

5disease consisting of scratching ny ears and rubbing ny
7mhatever," you woul d have this problem but the question
3is, there are people who consider thenselves ill in the
9face of these, and there are people who don't. MWhat's the
lSifference?

1 It isn't reassurance, it isn't treatnment with
L%II the fancy infectious disease things that does
lgnything. It's just that sonme people think they're sick,
l2nd ot her people have these things all the tinme and don't
l%hink they're sick. W're probably all wong. W're

lgrobably all sick.

7 PRESI DENT DOWADLE: | think we need to nove over
ne nore.

18

9 JI M ALLEN, AMERI CAN MEDI CAL ASSOCI ATI ON

b0 MR. ALLEN: Overall, I"'minpressed. Wth only

)%49 reported instances of this, I won't call them cases.

ZEUt of the tens of thousands of people who were in the
2Siulf over a fairly prolonged period of time, it's not a
2Xery frequent occurrence. | would hope that the N H
2gfforts to pull this together could perhaps, you know,

close it off, unless there's sonme objective evidence that




there really is sonething significant goi ng on.

1 MR. HARLAN:. Actually, there may be only 175 or

)50 here or there, in the Arned Services. The Veterans
3Adm'nistration, on the other hand, has literally

4thousands, and | think it's nearly up to 10, 000 peopl e who

_have reported in that they have sonething that they
D
5attribute to being --

’ MR. ALLEN: So this is just continuing active

3duty.

) PRESI DENT DOWDLE: You can say all of the Board

et the case definition, as well.
16°

MR. HARLAN: Speak for yourself. Sorry to take

11

lgp your time.

3 PRESI DENT DOWDLE: No, no. | think it was good
to --

L4

L MR. HARLAN: We appreciate your bringing this
lgp. In fact, it was a very appropriate time, and so this

l39;0n't be hel d agai nst you.

3 MR. ERDTMANN: | just wanted to bring up,
lgnfortunately, a related issue, but | think worthy of just
2apending a couple of mnutes on, and that is to say that
2&here's a federal effort right nowto identify al
2i2ndividuals, all humans, that were involved in any kind of
25adiation experinmentation, fromthe 1940s to the 1970s.
b4 This was brought up as an issue by Ms. O Leary
2Eromthe Departnent of Energy, and has, by virtue of

rai sing the question, many other federal agencies and




academ c institutions are now | ooki ng at past

lexperirnentation that they've been involved in, including

)the Vet erans Admi ni stration, Health and Human Servi ces,

—_~

3NASA, Departnment of Defense, and, as | said, many academ c

4institutions t hat have been involved as contractors.

- The main concern, really, was whether or not
3sorre of this early experinmentation was done w t hout
7consent, or in vul nerabl e popul ati ons such as prisoners,
3chi|dren, ment al | y handi capped i ndi viduals and so on, so
9that was the main focus.

0 It's gotten sonmewhat out of hand, again with
lixpressions by the nedia of risks that probably have been
liomewhat overstated, if not greatly overstated, and
lgsually with not the conplete facts, but the Departnent of
lE)efense and the other federal agencies that have been
l%nvolved have taken this very seriously, and have begun a
lgery ext ensive and conprehensive | ook at all past records
L9f research and experinentation, to identify any
li8ndividuals or types of research that could have put
lBeople at risk. We think that there's very few in that
28ategory.

b1 The tinmes were different back then, the rul es of
25onsent. We had just gotten through devel oping a very
2ggly weapon, and peopl e saw an opportunity to turn that
22round, and make sonet hing val uable out of it, and a | ot
ng good research has come out of nuclear nedicine and

r adi obi ol ogi cal -type research, so we sonetinmes forget the




good side, and just tal k about sone of the very unusual

land rare and negative sides of the events.

R Nonet hel ess, we are continuing to take part in

3this review process. Qur nedical R and D command is nmadly
4puIIing out all their drawers and | ooking at everything
5they've done in the past, to see what qualifies, as well
3as the clinical side, the clinical investigation service,
7in each of the Navy and the Air Force, and, again, these
3other federal agencies are doing the same thing. There's
9a tremendous anount of White House interest in this

l8uestion, and | think that we need to lay this rest and

l?ack to bed, if we're going to, again, gain the public

l&r ust.

13
l2ssurances, for those of you who are new on the Board,

The only thing | would bring up to this group is

l%hat over the | ast several decades the Departnent of
lE)efense research prograns are under very tight control,
l39/hen we deal with human experinmentati on or human research
The sanme kinds of requirenents for review boards and

18
lBuman consent is true for us as it is for Harvard or any
)8ther out st andi ng academ c institution, and we abi de by

)&hose, so | think, for what we're doing now, there's not a

)guestion. The question is, what were we doing in the

2Bast?
b4 I"d like to end up with a kind of a very
)gositive thing, | think, and it falls upon what you heard

fromthe Navy and the Air Force, in terns of reorganizing




their preventi on prograns. As we downsi zed, and as our

lresources have beconme | ess and | ess, we are also very nuch

)interested in figuring out how we can do prevention and

—_—

3preventive health care nore efficiently and effectively.
A Can | have the first viewgraph? As you know,
 the Clinton adm nistration is definitely going to push

D
3through some sort of health care reform package this year
7and the adm nistration and Congress is clearly on the
3attack, in terms of trying to figure out how prevention
9strategies can help save the day. Clearly, preventive
lgealth care will be a |lifesaver for the future, in ternms
L?f reduci ng sone of the escalating health care costs.

2 | can't read ny thing, so I'll just go ahead and
lis’ust | ook at the -- just put the next one on there. This
lhs a conceptual idea that we recently presented at a
lgouple of lectures, and it's to showthat really it's a
lgirrple story, that the road to health is a straight one,
llgut there are sonme dollar signs associated with
lgaintaining an individual or soldier's health.

9 Every time we take a detour, a sickness detour,
th costs a |lot of noney. It's a toll road, and we've been
2Xery effective, and we've been spending a | ot of energy
2r2ight now in trying to reduce that toll itself. Wth our
2ganaged care progranms, we've been com ng up with the nost
2ifficient procedures, the nost efficient providers, and
2%he | east costly medical facilities, but the whole idea is

to avoid the toll road altogether, with prevention




programs, and we've been trying to just get that point

lacross as visually as we could. Next.

—_—

R Currently in the U S. Arny we have a center of

3excellence called the U.S. Arny Environnental Hygi ene
4Agency, which is involved in environmental health and
5occupational heal t h endeavors, which are nostly
3prevention-based. What our concept is is to develop a
7strategic center that would have nore than just these two
3elerrents of the package. Next.

) For exanple, our disease control and
laurveillance efforts are currently fragnmented throughout
lahe Arny, a little bit here, a little bit there, sonme at
l%he Surgeon General's Ofice, sonme at Rare (phonetic),
l§ome at our other headquarters in San Antonio, and we
laeally feel we've got to get all this together, if we're
lgoing to beconme nore efficient, so we're going to take
l%hat pi ece, and we're going to bring it into this new
lSenter.

We also feel that our surveillance efforts are

18
rudi mentary at best, and really need to be seriously

19
28rganized. There are a | ot of databases out there that
2gl‘ould be i nked together, and a | ot of analytic capability
2%nd talent out there that could be applied to the existing
2gatabases, and so what we're going to do is organize that
2t4alent, organi ze those data bases, to make sonme sense out
ng surveill ance.

Wuldn't it be nice if we had sone informtion




on out patient surveill ance, for example, for this Persian

lGulf, so we could | ook at how often soldiers who didn't
)deploy to the Gulf went to the health facilities, and
;conpare to those that did deploy, and what their findings
4vvere? We don't have that capability right now, but we
5feel we need to develop that for the future. Next.

: We also need to pull into this -- let ne just
say that obviously the purpose of having surveillance is

/
3you've got to know what your problens are. You've got to
9foIIow the norbidity and nortality trends, to understand
l}()\/here to target your prevention efforts, and you also, if
lXou're going to apply sonme preventive strategies, you've
lgot to know whet her you're succeedi ng or whether your
lBrocedures are cost-beneficial. You have to have a
lﬁurveillance systemin place. W just don't have that
lgrganized yet. Next.

6 We al so have to have the health pronotion and
l39;e||ness piece into this new strategic center, and we feel
lghis is critically inmportant, for four reasons. One is
lbhat our custonmers really want this service. W have done
28ustomer surveys, and they clearly want clinical
2Rreventive health services, as well as public health
2iervices, on the installation.

We al so know that we're going to be conpeting

P 3

)ﬂdth civilian industry in the future, as part of this

)Eealth care reformprocess, and if we don't have a

preventi on package that can conpete with the Kaisers of




the world, we're going to fall out of the picture, so

lwe've got to get organized there.

R Thirdly, the health promotion literature over
;the | ast couple of years is becom ng robust, and becom ng
4very convi nci ng, that these expenditures, these
5investments, are paying off, in ternms of increased
3productivity, decreased nedical clainms, and so there
7rea||y i's sone val ue added to these prograns.

: The nost inportant reason is that if we want to
9have our soldiers conpetitive on the battlefield, we' ve
l8ot to have health pronotion strategies and prograns that
lIieep the soldiers able to perform to inprove their
hearing, to inmprove their endurance, inprove their

L 2
lglertness, to inprove their |oad-bearing capability.
lIhese are all things that are going to help keep our
lgoldiers alive on the battlefield. Wat we need to do is
lgut all those pieces together into one strategic center,
l§nd if we do, we've going to have a new di nension. Next,
lBlease.

9 Presently, we're calling this the Wellness and
2(F;reventive Medi ci ne Center for the U S Arny. It will be
2Ilocated up at Aberdeen training grounds, where the U S.
2érrry Envi ronmental Hygi ene Agency is currently | ocated.

de really feel that we need a single consolidated center
2t4hat we can point to, and say, "That center is responsible
2Eor prevention. That center is accountable,” and we feel

that that will really make a difference for our




benefici ary popul ati on. We have a vision, and the vision

lis stated there. | won't read it; you're all capabl e of
)doing t hat . )
: PRESI DENT DOWDLE: |'m not sure everybody can
see it.

1

MR. ERDTMANN: Could you read it?

UNI DENTI FI ED SPEAKER: Yes. It says, "A world-
cl ass organi zation for integration of quality preventive
3madicine, public health and well ness services, into al
9aspects of Anmerica's Arny and the Army comunity,
lSnticipating and rapidly respondi ng to operational needs,
li\nd adaptable to a changing world environnment."

2 MR. ERDTMANN: That's the last viewgraph. Can
lge have the lights on again? This is really an exciting
l2rea. We briefed, on Friday, our senior nedical
lganagement, all of our two-star generals, and they
lgnanim)usly support this concept, and want to nove on wth
ot
1 8
18 general officer to put in charge of this organization.

The next challenge is to see whether we can get

th's envi sioned that this organizati on would be about six
Zgr 700 people strong. It currently exists as about a 600
2itrong organi zation, currently, just with the two pieces
2ghat | showed you, so we're really excited about the
2Eiotential for that.

We also feel that that same center, which wl

D5
al so include sonme primary care providers, will be an




i ntegrati on center for getting prevention services

lintegrated into our primary care system of the Arny, so

)it's not just a think tank, but it's a service center as

wel | .

B

1 Actual ly, that concludes ny presentation, but |

 woul d wel cone any comments or questions about that.
D

PRESI DENT DOWDLE: Doctor Bagby.

~

D

y JOHN BAGBY
2 MR. BAGBY: As an immedi ate past State Health
9C)fficer, | appreciate the definition you have for the new

l8enter. However, it was integration within the mlitary,
li\nd I would encourage the new center to integrate between
l%he mlitary and civilian services wherever possible,
lgecause di sease surveillance and prevention on stateside
lQases, | think it's extremely inportant that the mlitary
lge encouraged, and the State Heal th Departnment be
lgncouraged, to share data, because several tinmes in the
least we have failed to share data, to the discredit of
lgoth mlitary and civilian. So I |ike your approach, but

lg'd like to see that integration with civilian facilities,

2Slso.

P 1
)%aken. We certainly, in a nore detailed briefing,

MR. ERDTMANN: Yeah, that's a point very wel

)giscussed who the mmj or stakehol ders are, and certainly
)hhe facilities outside the Departnment of Defense, who
)%nclude nati onal bodies as well as state health

departnments, are part of the stakeholder community that we




woul d be interfacing with, and that needs to be maxi m zed.

1 | absolutely support your coment.

R PRESI DENT DOWDLE: Yes, Doctor Fletcher.

: MR. FLETCHER: Rick, this is excellent. [

4reaIIy think this mght be the real agenda where we could
5have an exanple for the country. What type of strength
5vviII you have to, say, enforce no snoking, or force people
7to do sonme sort of exercise, in the Arny? 1Is this a
3reasonable consi deration?

) MR. ERDTMANN: Well, it's envisioned that this
l8enter, the strategic center, would come up with a basis
l?f new policy: the science, the cost benefit analysis, the
lrzationale, if you will, the background work for the actual
lBeople up at the headquarters that would cone out with a
lﬁolicy, so it's doing all of the gut work that you need to
lgo, in order to justify a new position, so that's what
l%heir rol e woul d be.

7 PRESI DENT DOWDLE: Ot her comments? | think

lgan speak for the Board that |I think that the enphasis
lbhat we heard this norning, and continuing to hear from
the service's own prevention and well ness health
2Rrormtion, is really very encouragi ng, and congratul ati ons
2%0 all of you.

b3 Okay. Thank you very much. There are no nore
2ﬂuestions of Col onel Erdtmann. Unfortunately, I
2gnderstand that Colonel Lutter will not be here, and we'l

nmove on, then, to the Canadi an Medical |iaison officer.




It's listed incorrectly on the agenda; Commander Clifford

lvviII be given that this norning.

CLARK CLI FFORD, CANADI AN FORCES MEDI CAL LI Al SON OFFICEQ_A

: MR. CLIFFORD: M. Chairman, |adies and
4gentlemen, it's a pleasure to be here, and again | would
5Iike to thank the Navy for giving me the opportunity to
3get out of Washington for at least a few days. | wll
7just give a bit of an update on the infectious disease
3situation i n our Canadi an UN operations over the past bit.
) To start with malaria, out of approximtely
18’200 personnel who participated in Somalia, there were
lieven confirnmed cases of malaria, four being vivax and
l&hree fal ci parum Out of 300 who participated in
lgarrbodia, we only had two confirnmed cases of mmlaria, and
lQoth of these were falciparum Present policy is
lgefloquine, and we don't anticipate any changes there.

6 In our tuberculosis surveillance, to date we
lI}ave had five nmenbers out of 2,000 who participated in UN
lgperations I n Yugosl avia, that have been noted to be TB
lgonverters.

b0 In our HI'V and AIDS, we have no identifiable
2gl‘ases that are related to UN operations. However, our
2Bolicy Is such that we don't do mandatory pre- or post-
2geportment Screeni ng.

b4 I'd like to, as well, just comrent on the
2gnitial anal ysis of a study that's presently going on, on

stress disorders, on our troops returning from Yugosl avi a,




and the in initial data would i ndicate that as hi gh as 15

lpercent depression rates, or post-traumatic stress
)disorder rates of 15 percent, |I'msorry, and depression
;rates of about 11 percent. Overall, this gives us one in
4five wer e psychol ogically adversely affected by their
5Yugoslavian tour.

The study would show a correlation, or tend to

~

D
7show a correlation, between the nunber of exposures and
3the rated effect of exposures with PTSD. Personnel with
9PTSD al so tended to rate their training as being
lionadequate for their UN duty.

Anot her thing that's follow ng under this study

i;s that the critical incidence stress briefing and
lgebriefings woul d not appear to have had any effect, at
lI4east when we conpared the groups who had both pre- and
lgost-deployrnent briefs and those that didn't. However,
l%he critical incident stress debriefings that were carried
l9ut, they were all done when the troops returned to
lganada, and of course this was |ikely weeks, if not
lgnnths, after the traumatic events occurred.

b0 The third thing I1'd like to nention is our
2R/aritine Command snoking reduction policy. As of
2geptenber of '93, the Canadian Navy instituted a Maritinme
2gorrmand snmoki ng reduction policy. In essence, it
2Qrecludes snoking in the interior of a ship. This would
2%nclude t he nesses, ness decks, working spaces,

passageways. Snoking is permtted in designed areas on




t he open decks, with the authorizati on of the individual

lcorrmanding officer, and of course taking in safety and

)operational factors.

: In addition, no Maritinme Conmand facility ashore

4vviII sell snmoking material of any kind, and all cigarette
5machines were renmoved fromthe Departnment of Defense naval
3property. Additionally, and the real kicker that's got
7peop|e going, is that the duty-free cigarettes that used
3to be provided to our ships, or made available to them
9offshore, is no | onger present policy.

That's my report.

10

1 PRESI DENT DOWDLE: Doctor Stevens.

[/
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3 DOCTOR STEVENS

4 MS. STEVENS: For the stress disorder, you

lgentioned correlation with exposures. What's your

lgefinition of "exposure?"

7 MR. CLIFFORD: | don't have the total study,
lgnfortunately. | did not have access to it, so | can't
l8ive you what their definitionis. | would assunme it was

Zaone significant event, a neasurable event of sonme sort,
2?ut | don't have the total study yet. The data is just
250m’ng out on it now, and it's getting a significant
2gm)unt of attention.

PRESI DENT DOWDLE: Are there other coments?

NJ

4
gkay. Thank you very nuch, Commander Clifford.

NJ

Wy don't we take a break at this point. W are




alittle ahead, since we started a little ahead, but we do

lneed to do a few things at break, and one is to get a

Lgroup phot ogr aph, and Col onel Peterson, are you going to
3teII us how we're going to do that?

1 MR. PETERSON: Yes. W'd like to take a picture

L of the Board Menbers and their preventive nedicine

D

| consul tants, down the hall. I"'mtold there's a roomthat
D

7Iooks like it's canoufl aged, so we should be able to find

3it. The Board Menbers are not allowed to go the bathroom

9untiI we get this picture taken, so that's the first order

l8f priority.
1 The second order of priority, so that we wll

lEave  unch today, is for everybody to nmake sure they get

lgheir menu choice in during the break tine, and -- we cone
ack.
13
L PRESI DENT DOWDLE: |1'd say yeah, we need to give
l8urse|ves at least 30 mnutes to get all this organized,
o 9: 30.
1%
3 MR. PETERSON: Then we'll do pictures first.
9 PRESI DENT DOWDLE: Yeah. So we'll get the
)8ictures done first, right down the hall. Thank you very
2rlmch.
b2 (Whereupon, a brief recess was taken.)
b3 PRESI DENT DOWDLE: Thank you. Okay. The next
)ﬁession really is in keeping with our, | think,

)%nteresting theme of prevention this norning, and this is

on injury and injury control, a subject which we've had




i ntroduced to the Board several tinmes, sone tine ago, and

la subj ect of which the Board has had continued interest.

)These three presentations this norning also provide the
3background for a question which has al so been presented to

4the Board. That has been provided to you by mail before

' the session, but 1'd like to ask Mke if he would make a
D

| .comrent about the question, before we open the
D

7presentation.

2 MR. PETERSON: |'ve had the opportunity to deal
9with injury-related norbidity and nortality when | was at
lIdlealth Affairs, prior to comng to the Board. |'ve been

lflortunate enough to work with the fol ks who recogni ze the
liznportance of this in the mlitary community, and |'ve now

lgeen given the opportunity of working with the Board, to

lt4ry to bring to fruition sone of the work, | think, that's
lEeen done, that you'll hear about this norning.

6 Basi cally, the question to the Board and the
li7nformation you're going to hear this nmorning is going to
lI8ead up, | think, if the Board Menbers are in agreenent,

150 the formati on of a subgroup, to help the services
2deress the | eading cause of norbidity and nortality in
2ahe mlitary, which is injuries, and we've done this in
2%he past with alcohol. W did at the |last neeting, a
2gouple nmeetings before that. W did that with some HI V-
2aelated behavi oral and know edge questions to the Board.
So we now have a coupl e of subgroups, and after

D5
today, hopefully, if the Board is interested in




participating in this, we'll have a third subgroup that

lvviII work in the future with the services, and with
)Colonel Jones, in attenpting to decrease the preval ence
;and i ncidence of injury, nmorbidity and nortality.

A So, with that as a background, | think we're
5probably ready to go ahead and get started with some of

3the interesting data that the mlitary services have to
7present to us this norning.

2 PRESI DENT DOWDLE: Good. Thank you, Col onel
9Peterson. Col onel Jones.

BRUCE JONES, U.S. ARMY RESEARCH | NSTI TUTE

i: OF ENVI RONMENTAL NMEDI CI NE

2 MR. JONES: Thank you, M ke, and M. Dowdl e,
lgoard Members. |'m honored to be invited to present this
lZaterial to you. Before | start, I'd like to say that |I'm

lgolonel Bruce Jones, fromthe U S. Arny Research Institute
lgf Envi ronmental Medicine. |1'malso the Chairman of the
lI?oD Injury Surveillance and Prevention Wrk G oup.

3 Before we get started with the slides, there
lahould be two handouts that are relevant to this. The
2Birst one is titled "DoD Injury Surveillance and
2i’revention Work Group Update,” and the second one, the
2Emre extensive one, is this one, titled "Mlitary Injuries
2éssociated with Training and Operations.”

b4 Before | get into the data that we' ve amssed
2%hrough the work group and through our research, 1'd like

to give you an update on the Injury Surveill ance and




Preventi on Work G oup. Due to the perceived inportance of

linjuries as a cause of norbidity in the three services,

)the Deputy Assistant Secretary of Defense for Environnent

-~ -

3chartered the group, in Septenmber of 1992. W had our

4first meeting in Decenber of 1992, and have just recently

 had our fourth neeting.
D

What we see here, at the top of the page, are

~

D
the work group nenmbers. The Navy seens to be over-

:represented, but half of those are alternate nenbers, and
9the conposition of the work group has not changed nuch
laince that time. The charter for the work group reads:
"To be the technical and policy advisor for all aspects of

11
iLnjury surveillance and prevention, functional area

12

lSxperts concerning injury surveillance and prevention,

li4ncluding creation of a database for tracking injuries,

l%ypes, costs, time lost, et cetera, and coordinating with

l%he DoD subcommi ttee on information of corporate
nagement . "

 Fenad

3 Okay. Can you hear nme all right from here?
l3hat's kind of a tall order. W're taking it one piece at
?8 time, and our objectives, as you see here, also |listed

in the handout, are focused primarily on surveillance at

P 1

)%his time, to identify the surveillance and injury data
)gources and so forth, and I'Il go into these in nore
)getail In the successive slides.

b Qur primary objective right nowis, as | said,

to identify injury surveillance data sources, for




fatalities, hospitalizations, disability and | ost duty

ltime; to docunment the capabilities of these sources, what
)their organi zation is, what their m ssions are, what thei}n
;reporting requi renments are, what the contents of those
4databases are, how that's coded. One of these other
5objectives is to docunment the incidence, patterns, and
3costs of injury for the quad services.

. In order to achieve these objectives, this was
3our schedule for the first two years. W're a little
9behind schedule. We're about a quarter behind schedul e.
lge just conducted, in Decenber, the hospital database
lQriefings, and what we are doing is systematically
li2nviting t hose agenci es and organizations in the three
l§ervices t hat we know are repositories of potentially
LﬁserI information in this area.

5 We started with, for obvious reasons, with the
l%hree service safety centers and agencies, then the
lI}ospital dat abases. Next, probably in the May tinme frane,
lge wll invite the disability agencies of the three
laervices to brief us, and between that briefing and the
2B)efense Manpower Data Center briefing, we will have
2Rriefings from out patient surveillance systenms, including
2Sne that's being devel oped here at Naval Health Research
2genter, and also a briefing fromthe casualty offices in

t he personnel departnents of the three services.

P4

b We' Il have the Defense Manpower Data Center

brief us on denom nator data for the three services. We'd




like to have the VA, if they will consent to do it, cone

lin and brief us on their databases, since that's another

)potential source of surveillance information on injuries

~—

3that occur in the mlitary.

1 We woul d |ike to have the research organi zations
5that ei ther are conducting injury research or have a
3potential to do that on a routine basis, and then we'd
7Iike to re-brief the safety centers, because of their
3central role in safety and prevention of injuries, and
9then we'd like to plan with them our reports.

L0 Products that we perceive com ng out of the work
lgroup include a directory of DoD safety and injury
liurveillance prevention and control agencies, a report on
lghe wor k group acconplishnents, which we believe wll
li4nclude a description of surveillance sources,
lgocumantation of injury inpact on readiness of the three
lgervices, and docunentation of the efficacy of
l§urvei||ance and prevention prograns, and finally
léeconmendations to, now, the Deputy under Secretary of
lS)efense for Environmental Security.

b0 Wth that, what I'd like to do nowis talk to
ZXOU about mlitary injuries associated with training and
2Sperations. I will focus ny presentation primarily on the
2Spidem’ology and surveillance of injuries in arny
2Qopulations, al though I will touch on some other mlitary
2gopulations, as well.

Wy is there such keen interest in this area?




The reasons are largely because it is a nmajor cause of

lrmrbidity and nortality, in ternms of deaths, disability,
)in both inpatient and outpatient care. W know that
;nDdifiabIe risk factors for injuries can be identified.
4me had good reason to believe that injuries are a
5preventable cause of nmorbidity. 1'd like to enphasize,
5however, that it is extrenely inportant to test
7strategies, especially if they're costly strategies, and
3certainly to nmonitor programs. The dividends of
9prevention are a nore efficient of use of resources,
l80nservation of fighting strength, and a reduced burden on
lahe medi cal care system

2 The way 1'd like to proceed is to first give you
l§ome background on the magni tude of the probl em of
li4njuries, primarily in the Army, then to | ook at
lgurveillance data of trends and causes, and nove on to
l%esearch data, | ooking both at epidem ol ogy of injuries
l§nd prevention strategy testing, and finally a brief
lgegment on program nonitoring, and sone concl usions that |
lbhink can be drawn from what you'll see.

b0 | think that it's intuitively easy to understand
2ahe desire and enphasis on preventing aviation crashes,
2iuch as we see here, and m shaps involving heavy equi pment
2gnd notor vehicles. It is |ess obvious why enphasis and
2aesources shoul d be placed on preventing the nore conmon
2%njuries that occur in association with, especially,

wei ght - beari ng events, such as the running obstacle course




you see here, or the bayonet course, such as you see here,

lor activities |like running and marchi ng, which cause the
)bulk of these injuries.

; Scenes |ike these are typical, especially in
4basic training, and these injuries are extrenely frequent.

A sprained ankle may seem|like a relatively benign

D
L condi tion. Most i ndividuals recover fromthem However ,
D

7a sol dier that has suffered a sprained ankle or a stress
3fracture, or a simlar injury, can be imobilized for a
9few days to a few nonths, and during that period his
lBonbat effectiveness is neutralized.

1 So what is the magni tude of the problen? One
l%/ay of getting a handle on the magnitude of this problem
L%S to conpare the rates of injury versus other causes of
lZvorbidity, which is what 1'd like to do in this next
lgeries of slides. If we |look at the U S. mlitary, the
l%hree services together, we can see in this slide the
lgeath rates from acci dents, which they are still called in
lghe vernacular, in mlitary ternms, and for those of you
lSmo di sparage that word, | hope you'll forgive ne, and
2b've been fined 25 cents for its use on nunerous
2gccasions, but if you'll forebear.

b2 Anyway, what we see here are deaths from
2gccidents, or unintentional injuries, conpared to
2i4||nesses, inthe US mlitary, from 1980 t hrough 1992,
2gnd what's of inport here, | think, are two things. One

is this marked downward trend in death rates per hundred




t housand, from about 80 per hundred thousand down to about

l40 per hundred thousand, a 50 percent reduction, and al so
)that, at all periods in time, unintentional injuries werém
;far and away a nore inportant cause of death than al
4iIInesses conbined. O course, this is a young
5population. I nmean, the average age is in the early 20s,
3so this should not be surprising. Even in 1992, we can
7see that the nortality rates are roughly three tinmes as
3high, two-and-a-half to three tinmes as high

) Not surprisingly, if we |ook at the sanme data

lBor the United States Arny, the trend in accidental deaths

L&S pretty simlar. [It's downward, except for this spike
lEere in 1986, which marks the Gander (phonetic)
l%lewfoundland crash. There were about 200 deaths invol ved
l\ﬁlith t hat single crash, but, other than that, the trend is
lgownward, from about 75 to 40 or so per hundred thousand,
lgutnunbering deaths at all points in tim, and al so what
19e see depicted on this chart are other causes of injury:
lgostile action, hom cides, and self-inflicted injuries, or
lauicides, and acci dental deaths, unintentional death,
2ionjury deat hs outnunber all the other causes.

b1 If we | ook at another definition of injuries out
ng hospital i zati ons, we can see sonething simlar here.
2¥hat we have depicted in this table are the principal
2giagnostic groups. There are 17 altogether; 1 don't know
2%hat I have all 17 listed here. These are the principal

di agnostic groups fromthe 1CD-9 code nunbers, the




frequency of cases for 1989, and the percent of the total

lthat t hose cases made up

R What's of note here is that the two | eading
3diagnostic groups are nuscul oskel etal system conditions
4and injuries and accidents. The nmuscul oskel etal system

5conditions are, 50 to 75 percent of those, are injury
5related, but chronic conditions, |iganmentous injuries,
7carti|aginous injuries, back injuries, that sort of stuff,
3and then injuries in accidents. |If you | ook over there,
9you can see that those two categories account for roughly
180 percent of the total hospitalizations in the Arny for
l&hat year, and that persists now, in the '90s.

2 This is data on hospitalizations during
lgonflicts, fromWrld War Il to the present, mmjor
l2onflicts, and what we see here is that non-battle
l%njuries account for alnost as nuch norbidity, and in sone
li6nstances nore norbidity, than battle injuries, although
l%n these particular conflicts disease was far and away the
1§D5t i nportant cause of hospitalization.

9 More recently, in Southwest Asia, in Desert
28hie|d and Desert Storm we see that wounded in action
2i\ccounted for only 5.2 percent of those evacuated fromthe
2&heater of action to the Seventh Medcom for hospital care.
23Disease and non-battle injury accounted for 95 percent.
2X\hen we | ook at the distribution of injuries in this
2gonflict by type of service, we see that orthopedic

injuries accounted for 41 percent of the total. |




under st and, anecdotally, that 50 percent of that was due

lto sports-related injuries, kind of an interesting fact.

—_~

R Now | ooki ng at anot her operational definition,
;here what we see, in this table and the next table, are
4the rates of injury and illness in mlitary and Arny
5populations. Here we see data on male and femal e Arny
3trainees. The first colum are injuries, second columm
7i||nesses. In the top rows we see the incidence of
3individuals with one or nore visits per hundred, per
9rmnth, and injuries anong nale trainees in this study
lSccounted for slightly I ess of the incidents than
lilllnesses. For wonen, it was a risk ratio of about one to

lSne. Total sick call visits, where an individual could

lgake more than one sick call in a nonth, the ratios are
laoughly the same for men and woman as illness, .8 and 1.1.

5 What's of interest here, however, are the days
lgf limted duty per hundred per nonth, where we see, at
lt7he bottom that the rates for males are five tinmes as
lgigh for injuries as illnesses, and for wonmen 20 tines as
lBigh, and commonly what we see in basic training
280pu|ation are rates for males that are five to 10 tines
Z?S hi gh, and for wonen 10 to 20 tines as high

b2 This is data on an infantry unit in Fort Drum
2%Iew York, in 1989. W now have several other nore recent
2i4nfantry units that we have exam ned, w th al nost
2%dentical rates in these units. If we |ook at the top

row, incidence of individual with one or nore visits per




hundred per nonth, the risk ratio i s now above one. Si ck

lcaII visits, nmore sick call visits, repeat visits, are
)nade for injuries, is what this indicates, and the risk
;ratio is about 1.6 to one, injury versus illness, but,
4again, days of limted duty, 11 tinmes as many days of
5Iim'ted duty as for all illnesses; clearly, a significant
5cause of tenporary disability.

. I think, seeing this kind of data, it can very
3easily be agreed that we need sonme kind of a conprehensive
9programto prevent injuries. | would submt that sonme of
lbhe critical elements of such a program i ncl ude
liurveillance, research, research into prevention
litrategies, and program i npl enmentati on, mai ntenance and

nitoring.
g0 g
We need surveillance to follow trends, to

i:dentify popul ations that are at extrenme risk, to identify
lgeographic | ocati ons that may have a different
lgistribution of risk. We need research to identify risk
l%actors and causal mechanisnms of injuries. W need to
lbest our prevention strategies, especially if they're
28oing to be costly strategies, to make sure that they

)%Drk, bef ore we depl oy them and once we have prograns we

Beed to nonitor them so that we can be sure that they are

NJ

%n fact working.

NJ

b4 What |'d like to do now is just review the

)glenents of the program sone of the data that we have on

t hese el enments. You've already seen sonme surveill ance




dat a. Surveill ance data as we see here, fromthe Arny

lsafety center, can be used not just to track rates and
)trends, but also to get sone idea of what sonme of the
;Ieading causes, or the types of activities that cause
4injuries are.

Here we see types of events causing fatalities

D
and accidents in the army. Clearly this category,
D

7personne| injuries, which accounts for 60 percent of the
3total, is a good place to focus sone enphasis. Tactica
9training is another area. Privately operated vehicle
l8ollisions and crashes cause a trenmendous anmount of injury
li\nd damage to equi pnent, followed by wheeled mlitary
l¥ehicles, tracked mlitary vehicles, and aviation crashes.
l3These avi ation events, while they are infrequent, are of
liome consequence, because they frequently end up in
lEatalities.

6 PRESI DENT DOWDLE: Bruce, could you expl ain what
lt7hat "N' was there?

VMR. JONES: Down here?

18
9 PRESI DENT DOWDLE: Yeah.
b0 MR. JONES: There were 6,347 total events

)aeported in 1992, to the safety center.

PRESI DENT DOWDLE: Okay. They're not deaths?

D2
b3 UNI DENTI FI ED SPEAKER: They're not fatalities?
b4 MR. JONES: No, no. These are not fatalities,

7EO' The fatalities only nunber a few hundred annually, so

this is fatality and accidental events of all kinds, so




it's a conmbination of the fatality data and the acci dents.

MS5. HANSEN: Could |I ask you a question?

L

) MR. JONES: Yes.

: MS. HANSEN: What do you mean by "personnel
o o

4|njury.

MR. JONES: Ckay. This slide will, | think,

D
lexplain for you a little better what personnel injuries
D

7are. The categories included in the personnel injury area
3are sports, conmbat soldiering, other activities, and I
9can't tell you what are in those, human novenent,
l(r)raintenance activities, material handling activities,
lRhysical trai ning, and nonconbat sol diering.

2 Conbat sol diering would be things |Iike tactical
lBarachuting; fast-roping, which you do com ng out of
lHelicopters and that sort of thing; infiltration courses,
l)g/here you're crawl i ng under barbed wire, clinbing over
lgbstacles; field training exercises. Nonconbat sol diering
l\9/0uld be things |ike the obstacle course, the guy hurdling
lgver t hat obstacle course that you saw, confidence
lgourses, that sort of thing.

b0 In any case, what's of interest here is that
2iports account for 20 percent of the total injuries in the
2Bersonnel category. O interest in the conmbat soldiering
2grea is that 50 percent of those injuries are due to
2t4actical parachuting, so that's a big one, and we'll see
2gome nore information on tactical parachuting |ater.

Physical training is of note, if you think about




it, that seven percent of the total injuries in this

category are due to physical training, and yet nost units

—_

Il
)only spend an hour a day on this activity, mybe an hour-

3and-a-half, so that's a big category relative to the

4am)unt of time spent.

i MS. STEVENS: Have you broken down the sports to
D

5vvhat sports they were engaged in at the tinme of the
injury?

7| jury

: MR. JONES: That can be done. | haven't done
9it, and | can't remenber it, but | have lists of sporting

lSctivities that contribute to this. Yes?

1 MS. HANSEN: |'mjust still trying to get a
lBicture of what is personnel injuries. 1s this just
l§omebody doi ng an activity, and they trip and fall, versus
12 car running over then? |1'mnot sure | understand what
lgersonnel - -

6 MR. JONES: Okay. These would be injuries that

lt7he damagi ng event is the expenditure of human energy, as
lgpposed to vehicular or otherwise. There are several
lgategories that the safety center docunents: privately
28perated vehi cl es, as you saw, wheel ed vehicles, and
2i\viation crashes, and that sort of thing, so, these
2Bersonnel injuries, they don't make any intuitive sense.
de coul d probably come up with a better name for this, but

)hhey are events where the primary energy is that of human

)gctivity.
UNI DENTI FI ED SPEAKER: What is the "human




novenent" category there?

MR. JONES: The human novenent category is one

Il
)mhere sol diers on duty are involved in an activity that
3doesn't fall into one of the other categories, but it

i nvol ves novenment from one place to another. |t wouldn't

5involve war r ant eeri ng (phonetic) and that sort of thing,
3but sonmeone in the woods who's not part of a formal

7exercise, and steps in a hole, would be included in the
3human novenment category.

UNI DENTI FI ED SPEAKER: That woul d excl ude riding

ibn the back of a truck, or a personnel carrier?

1 MR. JONES: Yes. This is, again, anbul atory
lSnergy, peopl e noving thensel ves from one spot to another.
3 UNI DENTI FI ED SPEAKER: | hate to ask what
lZother" means, then.

5 MR. JONES: Yeah. The "other," | have no idea
lg/hat's in the "other" category. 1've glanced through

lt7hese lists, but | can't renenber.

Anot her potential surveillance source, and | say

18
l'épotential," the hospitalization records are not actively
)Hsed for surveillance. |In fact, in 1991, when | requested

2ahe package of information that you see here, the report
2&hat you see sunmarized sone of the information summri zed
25ron1here. | was told that | was the first person that
2Had asked for cases and denom nators, simultaneously, in
2%0 years, for injuries. People have not been using that

dat abase optimally.




In any case, several things are of note here.

lV\hat we're seeing are frequencies in rates of
)hospitalization due to injuries to Arny personnel for
;1979, 1989. If we look at all causes, you can see that
4the frequencies and rates did not change nuch from'79 to
5'89, rates of about 26 to 27 per thousand, and the rates
5are in ternms of individuals hospitalized per thousand per
year.

: Not abl e here are that the vehicular crashes as a
9cause of hospitalization decreased from5.2 per thousand
lbo 3.3, a 40 percent decline in that period of tine.
lf\thletics and sports and physical training becanme the
lI2eading cause of injury hospitalizations, and this group
lgf things here, all of which involved human physi cal
l2ctivity, account for about 25 percent of the total injury
lEospitalizations.

6 We can use data to | ook at rates. As we've seen
lt7here, we can track trends. As we see here, these are
lgrends for the | eading causes of injury hospitalizations
l8f active duty personnel, from 1981 to 1992. You can see,
2Sgain, that trend of declining hospitalization for notor
2Xehicle accidents, from'81 to '82. W can see sports
2Enaintaining its position. It's the |eading actual cause
ng injury. 1It's been superseded in the coding by late
2iffects of injury, which are fromnultiple categories, and
2% can't tell you exactly what that category neans.

These codings are not ICD-9 codings. These are




NATO codes, STANAG (phonetic) codes, but these late

leffects woul d be things |ike back injuries, where you may

)suffer the injury today, but you don't feel the true

—_~

3consequences of it until much later.

1 In any case, this is in your packet, and you can
5Iook at it in nore detail. It's just to enphasize what we
5can do, in terns of identifying inportant causes.

7CIearIy, we're doing sonmething right in the area of notor
3vehicle events. Athletics has remai ned unchanged. There
9are sone other things that we need to | ook at and get a
lgandle on, and I would submt to you is that one of the
lRoints here is that we need to | ook and see what is in
l&hat category of late effects.

3 Falls and junps are declining. Also of interest
lhs that hospitalizations due to fighting have declined

lgbout 50 percent since 1981, for reasons that are hard to

l%ell.

17
lgurveillance sources. If we really want to find out

We can only get so nmuch information from

lSlhat's happeni ng, and we want to determ ne how to prevent
)bhings, we need to do research. When | started doing

aesearch, 10, 12 years ago, it was very evident that a

NJ

5eading cause of outpatient visits were training-related

5njuries, so we went to the training literature, the

NJ

NJ

)ﬁports medicine literature for the civilian comunity, and
)glso for the mlitary, and listed the |leading risk factors

cited in the literature.




Those coul d be broken down into two broad

lcategories, as extrinsic risk factors and intrinsic risk

)factors. Extrinsic risk factors are those things outsidém
;of the host. They include things |like training
4paramaters, the intensity, duration and frequency of
5training, rapid increases in those paraneters, equi pnment,
3such as shoes and boots, training surfaces, other
7environnenta| condi ti ons.

: Intrinsic risk factors include things that are
9characteristics of the individual involved in the
lSctivity: | ow |l evel s of physical fitness, anatom c factors
LiUCh as flat feet and bowed | egs, body fat, gender, ol der
l%ge, and prior injuries.

3 Now, at the tinme that | did this, one of the
lt4hings that piqued ny interest was that, as | went through
l%he literature, | began to be nore and nore aware that
l%here was a | ot of anecdotal evidence, and there were a
lI70t of hypot heses circul ati ng about what caused training-
léelated injuries, but there was very little substantive
lignfornation. In fact, in the early '80s, the only thing
2bhat had been denonstrated, of all these, to be clearly
2i\ssociated were training paranmeters, and the CDC had done
2iome of that early work, Jeffrey Koplan and Ken Powel |

b3 So we set out to systematically | ook at these
2aisk factors, and to | ook at the associati on between these
2gisk factors and injuries, and what you'll see now is what

the outcone of that research has been




I show this slide of a JAMA article published in

l1982, conducted by Jeffrey Koplan at the CDC, because it's

)a classic article. It was one of the first studies that

~a

3reaIIy showed a rel ati onship between volunme of training,

4in terms of weekly training mleage, and risk of injury,
las a percent injured during the course of a year
D

~

D

What we see here is that injury rates for both
7nen and wonmen increased steadily upwards, from groups
3training zero to nine mles a week to those training over
950 mles a week, rates increasing fromabout, in terns of
lionjuries that affected their training, from about 20
lRercent per year up to over 60 percent in the stippled
l%reas, or physician visits.

3 This was one of the first things that we
lixam'ned in our research. Running, as a node of
lgstablishing endurance and fitness, is very comon, in
lgoth basic training popul ati ons and trai ned popul ati ons.
l]}/tarching i s anot her weight-bearing activity that's
lgxtremely i mportant.

9 In any case, in 1987, we went to Fort Benning
2Snd studied a low-m | eage unit and a high-mleage unit,
2i\nd their training was the sane in all other regards,
2chept for the volunme of high-intensity wei ght-bearing
2graining. The low-m | eage unit ran 60 mles in 12 weeks.
24The hi gh-m | eage unit ran 130 mles, average mles of
2gbout five mles, six mles a week for the | ow m | eage

group, and 12 mles for the high-m|eage group.




That may not seem |li ke very nuch, but when you

lconsider that they start out at one mle a day in the

)first week and gradually work up, and that they have two

~~

3weeks of their training cycle, at least, that they do no
4running -- when they do basic rifle marksmanship they
5don't run, because it affects their marksmanshi p, and when
3they go on their field training exercises they usually do
7nDre mar chi ng and | ess runni ng.

: In any case, the injury rates of the high-

9m'leage unit were about 30 percent higher than for the

lIoow-m'leage unit, and when we plotted the cumul ative

lilncidence of injury versus cunul ative days of training,
lBot surprisingly the rates of injury -- the inverse of

lghis woul d be a survival curve, and when we did surviva
l2na|ysis on this data there was a significant difference
lEetween the high-m|leage unit and the | owm | eage unit,
l%he hi gh-m | eage unit ending up with a risk of | ower
l9xtrem’ty injuries, or an incidence, of about 41 percent,
lghe | ow-m | eage unit of about 31 percent.

9 We weren't sure that this was the whole story,
280 we plotted the data in a different way. What you see
2Iiere is a plot of cumulative incidence of injury by
28urru|ative mles of running, and for all practical
2Burposes the curves are the sanme, so at any point in
2T’Ieage over a circunscribed period of tinme, such as a few
2gDnths, this suggest that we can expect the rates of

injury, in populations where other conditions are the




same, to be the sane. It suqggests that there's a finite

lrisk of injury per mle run, perhaps per footstep.

~~

R Adding interest to this is this slide, conparing
;final fitness test scores, where we see that the average
4run times of the lowm|eage unit were, if anything,
5faster than for the high-mleage unit. | would submt to
5you that the high-m|leage unit had several other cardinal
7signs of overtraining. They had decreased perfornmance,
3and they had increased injury rates. This suggests that
9there may be sonme point where you can counterbal ance ri sk
l}()vith benefit, in ternms of physical fitness.

1 Anot her conmmon wei ght -bearing activity that has
lBeen historically associated with risk of injury is
lgarching wi th heavy | oads, such as these infantrymen we
liee in Grenada, and the association between marchi ng and
l%isk of injury we see quantitated in terns of days per
lgeek of marching training, and you can see that those
li7ndividuals who marched |l ess frequently had significantly
l%ewer injuries, in this infantry unit, that those who
lgarch four nore days per week

b0 If physical training is the primary risk factor
2flor training-related injuries, it makes sone intuitive
2iense that low | evel s of physical fitness would al so be a
25isk factor. W exam ned that, and in fact that is what
Zﬂe have found, consistently, in basic training
2gopulations, also in infantry popul ati ons. Now, what we

see here are basic training data, |ooking at the




association of mle run tinmes and i nci dence of injuries,

and we can see, when we divided these mal e basic trai nees

~ a

Il
)into four equal -sized groups, fromfast to slow, the

3fastest groups had the lowest risk of injury, and there
4appeared to be a significant upward trend in risk, from

| about 10 or 12 percent to over 40 percent.
D

When we | ooked at wonmen in that same popul ation,

~

D
we saw a simlar trend. VWhat's of note here is that the

/
rates are higher, going from about 35 percent to over 60
9percent, in eight weeks, and also, if you want to | ook
l8ack over this again, in the bottom corner you see the
li\verage run times, and the run tinmes for wonen were about
L%WO m nutes per mle, three mnutes per mle, slower than
lghose for men. The mle run was done in the first week of
their basic training cycle.

L4

5 This is just to illustrate the point that it

lgoesn't matter how we define injuries. W see the sane
lgale popul ati on we just saw, now | ooking at association of
lgime-loss injuries with run tinmes, and there were no tine-
loss injuries in the faster groups.

19

b0 Now, this raises an interesting question. You

)iaw earlier, in a population that we | ooked at, the rates
78f injuries for wonmen were higher than for nen, and in

)gact, in all of the studies done in the decade of the

)4805, when we | ooked at nmen and wonmen sinultaneously at

)%he sanme training posts, the risk of injury for wonen were

al rost doubl e those of men, the rates for nmen ranging from




about 20 percent to 30 percent, and for wonmen from 40

lpercent to 60 percent. These are individuals with one or
,nor e sick call visits for injuries, is the operational o
;definition we're | ooking at.

1 Well, the rates of injury are higher for wonen,
5but, as you just saw, physical fitness is associated with
3injuries, al so. We have known for sonme tinme that wonen
7cone into the Arny with | ower |evels of physical fitness,
3as measured by run tinmes, pushups and situps, and with
9higher percents of body fat, so the question becomes, what
lgappens when you control for physical fitness?

We conducted a study at Fort Jackson in 1988.

11
l}'his was published as an abstract at APHA in 1993, and in
lghat popul ation, just as others, the risk of injury for
lﬁonen versus nmen was about double, as we see over on the
l%ight-hand side of this slide, and when we | ooked at risk
lgy quintile, now, since we have a |arger popul ation, of
lr7un ti mes, when we conbi ned nmen and wonen, and they
lgonpared on the same scale, that risks fromfast to slow
lglent from about 20 percent to about 70 percent, and when
de stratified, using a nmetahensile kai square (phonetic),
2rlisks of wonmen versus nmen, there were no wonen in the
2fzastest group, so we couldn't conpare them but in all the
28ther stratum the risks declined towards one, and were
2Ronsignificant. The summary risk ratio, | believe, was
2gbout 1.3.

We got the sanme results when we used the




| ogi stic regression to control not just for running, but

lother fitness factors and body conposition, and age as

)mell, whi ch suggests that men and wonen of equal fitness

3have very simlar, if not the sanme, injury rates.

~ A

A Okay. We've | ooked at physical training,
5physical fitness. How do you get fit? You train. So, in
5the present, if you and | are running, and | run nore
7ni|es than you do, I'"mgoing to be at greater risk of
3getting an injury. The question is, what bearing does
9past physi cal activity have on current risk? Being
l8hysica||y active is the way you get fit.

1 VWhat we had found when we | ooked at self-
lgssessed activity levels, versus incidence of tinme-|oss
li?)njuries and other injuries, as we see here, for male
lt4rainees at Fort Jackson in 1984, as we go frominactive
lgn the left to very active, there's a significant downward
l%rend, from about 40 percent to three percent, so those
l39/ho are nore physically active comng into the service
lgppear to be at significantly lower risk, for males.

9 For wonen, however, we found no association in
2bhis popul ati on, nor in subsequent populations. |I'mat a
2Iloss as to how to explain this, but if we |ook at another
2Erale popul ati on, |ooking at a specific injury, stress
2gractures, in collaboration with Walter Reed Arny
2I4nstitute of Research we did a study at Parris Island, on
2g,OOO Marine recruits, because they were concerned about a

stress fracture epidem c, and what we see is that those




i ndi viduals who are the | east active conmng into the

service are at greater risk, so physical activity prior to

~—

L
)service appears to have a bearing on your risk of injury

3during training.
Now, so far what we've seen makes intuitive

1
| sense and supports the sports nedicine literature. Some

;of what the sports nedicine literature suggests is not
7only not supportive, but when we |look at it closely it
3appears not to be true. The sports nedicine literature
9would | ead us to believe that the nore flexible you are,
lbhe |l ess likely you are to be injured. W have used
lieveral field expedi ent neasures, toe-touching being one
lgf them We have al so used nore clinical neasurenents,
lI?)ooking at range of notion of the hip and back and ot her
lj40ints, appl yi ng doni onmetric (phonetic) techniques. The
l%esults are the same, in both mlitary training
lgopulations and col | egi ate athl etes.

7 We see, with al nost every popul ation we've
lI800ked at, this binodal curve, going, by quintile, from
lBigh flexibility to low flexibility. Those individuals at
the extremes of flexibility are nore likely to be injured.
21Now, this popul ati on was not big enough to | ook at the
2&ypes of injuries, specific injuries. These are just
2I30wer extremty injuries, but it appeared that the high-
2zlexibility group had nore joint injuries, and the | ow
2Elexibility group had nore nuscle injuries, and that's

sonet hing that deserves sone attention in the future, and




woul d nmake sone sense, if it turns out to be true.

1 Anot her risk factor comonly cited in the
)Iiterature is foot norphology, with flat feet being
;sonething that is felt to be associated with risk of
4injury in mlitary populations. 1In order to screen |arge
5nurrbers of people, we used a photographic technique to
3take fl oor plane photos of the feet, and what you see here
7is t he nedi al aspect of the foot, the arch. This blue
3Iine here is the soft tissue arch. [It's made with a soft,
9eraser-like instrument with blue chalk on it. W also
lgarked t he head of the evicular (phonetic) bone, as a
lrlrarker for anatomi c structure. We neasured the hei ght of
l%he dorsum of the foot, and we created ratios or indexes
lgf the height to the Iength of the foot, so it's an arch
lHeight-to-length ratio.

5 It didn't matter what ratio or index we used:
l%he results came out |ooking like this. The index that we
lf7ind to be nost strongly associated is an evicul ar hei ght-
lgo-foot | ength, and what we see here is that the flattest
150 percent of individuals in this infantry training
280pu|ation had the | owest incidence of injuries. The
2Iiighest arches had the highest risk, and we now have a
2Bopulation of 2,000 nen and wonen that we're in the
2Brocess of anal yzi ng.

b4 Whil e you can't see this here, this guy has an
2gnkle injury, and he's snoking a cigarette. Now, that was

a serendi pitous photo on a | oading dock, of a soldier who




had hurt hinself playing basketball. Qur di scovery of

lthis was sonmewhat serendipitous. W were | ooking at

)snoking, primarily because we were interested in the
_association bet ween snoki ng and physical fitness. Since
4we had injury data, we decided to |look at the risk of
5injury I n snokers versus nonsnmokers, and this is what we
5found in an infantry basic popul ati on, was that those who
7had never snoked had the lowest risk of injury. Those who
3sm)ked 10 or nore cigarettes per day had al nost doubl e the
9risk of those who were nonsnokers.

0 We have since | ooked at several other basic
l&raining popul ati ons, and al so at several infantry and
lipecial forces units. This is data froman active-duty
infantry unit at Fort Ord, California, and again you see

13
the sanme trend. The nonsnokers have | ess than half the

igisk of those snoking 20 or nore cigarettes per day. Wen
lge control for physical fitness, snoking continues to be a
lr7isk factor, and we'll see that in a nultivariate nodel a
little later.

18
So far, what we've | ooked at are the

;gssociations of physical training with risk of injury. W
2Iiave begun | ooking at tactical training, primarily
2Barachuting, and we can docunent several risk factors.
2ghis one makes, | think, pretty good sense. W |ooked at
2t4he ef fect of parachuting at night and daytine, on rates
ng jump injuries anmong 550 rangers in a ranger battalion,

basically the whole unit, and we see the rate of injury




per hundred junps here, and the rates are about half as

lhigh for daytime junping as nighttinme junping.

R Al so of interest are the effects of the type of

3drop zone that they junp into, on rates. This is the sane
4population. The study was conducted over 18 nonths, in
5collaboration with the ranger battalion surgeon. Open
3fields were the | east hazardous place to junp, paved
7airports next highest, dirt airstrips the highest. These
3dirt airstrips, you may think that a dirt airstripis a
9softer pl ace to |l and, but basically what they do is they
lgave a steep crown on them there are big ditches on both
liides. They just bulldoze rocks and dirt, often, to the
lSutlying areas, and so it is actually a nore treacherous
lBlace for an airborne soldier to | and.

4 So far, we've |ooked just at univariate risks,
lgnd the data is very interesting. W have done sone
lgultivariate nodel i ng. Because of the conpl ex
lgultifactorial pat hways of injury causation, | think that
lgltimately this is where the noney is going to be, is to
lIgook for constellations of risk factors that contribute
2(I_j)ighly to risk, or risk profiles, if you wll.

b1 This is data on that Arny infantry training unit
2&hat you' ve seen so nmuch of, from Fort Benning, and the
25isk factors. These are the results of a backward-
2ﬁtepping | ogi stic progression nodel. The factors that
2)DNere permtted to enter the nodel were age, race,

activity, job activity prior to the service, jogging




hi story prior to the service, past injuries, strength,

lflexibility, run tinmes, pushups, situps, and body fat.

R These are the ones that fell out as being

3significant: i ndi vidual s over the age of 23 were al nost,
4if you | ook over on the right-hand side, three-and-a-half
 times the odds of injury of those under 23; cigarette

;snoking, again, in controlling for these factors, still a
7risk factor, two tines higher; sedentary job activity, two
3times hi gher risk. Past running; those who ran | ess than
9four days per week were at double the risk of those who
l(r)an nore than four days per week, in the two nonths prior
l&o comng into the service. Flexibility, when we contro
lf20r all these other factors, still falls out as a binodal
l5isk factor, and pushups, those who did the |owest nunber
lgf pushups were at greater risk.

5 I think we could see a |lot of potentially
lngifiabIe risk factors that could end up preventing
li7njuries, in what we've seen so far. The next series of
lglides Is to enphasize how inportant it is in this area to
lgour strategies, again especially if they're going to cost
,you money.

The first exanple I1'd like to present canme to us

P 1
n 1985. The Marine Corps perceived that they had an

¥
)Spidenic of stress fractures at Parris Island. They
)ﬂanted to buy shock-absorbent insoles on the basis of the
)gports medi ci ne and running literature. Zorbathane

(phonetic) was the npst shock-absorbent material avail able




at that tine, and everybody was thinking it was a sol ution

lto training injuries. The Marine Corps decided that
)they'd buy a couple of pair for every incomng recruit aﬁa‘
;put themin their boots. Fortunately, before they decided
4to do that, they cane to us and asked us to test whether
5this woul d prevent stress fractures. These are the
5results of that study.

. VWhat we found was that the shock-absorbent
3insole, the incidence of stress fractures was no different
9than for the control group. The groups were randomy
lSssigned to wear either the shock-absorbent insole or a
l?on-shock-absorbent insole, and the sane pattern was found
lf20r all other overuse injuries as well. There was really
lgo difference in the rates, so we figured that, for
liSO,OOO of research noney, we saved the Marine Corps
lgillions of dollars in insole costs.

6 Subsequent to that, the Natick Research and
lI?evelopment Labs, which are collocated with ny research
lgrganization, did a study of other types of shock-
lSbsorbent insoles, with the sane result.

b0 Surveill ance data has not been systematically or
2rloutinely used in the past, to focus research prograns.
2I2-|owever, as | told you, one of the striking observations
25ron1the safety center database is that 50 percent of
22onbat soldiering injuries are due to tactical
2garachuting. We al so know fromthe literature on

parachuting that 50 percent of those injuries are due to




ankl e sprains.

1 Col onel Jack Ryan, who is now at the Institute

)of Surgi cal Research at Fort Sam Houston, Texas, did his
3undergraduate wor k at West Point, went on and becane an
4airborne ranger, qualified soldier, and then went on to

5becoma an orthopedic surgeon. When he returned to West
3Point as an orthopedi c surgeon, he becane very interested
7in ankle injuries in basketball players, because they were
3so comon at West Point, and he went to the Air Cast
9(phonetic) Corporation and several other groups, but the
l6ir Cast people provided himw th an inside-the-shoe brace
l&hat they put on basketball players, and they were
liuccessful i n reducing the incidence of ankle sprains in
lgasketball pl ayers by about 60 percent.

4 Well, a few years later, his nmenories of
lgirborne ranger training cane back to him and he thought,
lEVMy don't we put a brace on parachutists?" Well, the
l9rob|embecame one of an inside-the-boot brace would be
lgnacceptable. It would be hard to adjust, it would be
lBard to get off, you know, it would decrease your
2(r)mbility. So the sanme corporation had a nodel that could
2iasily be nodified to fit outside the boot, which they
2gid, and we tested this brace that you see here. It has
2)éelcro straps, so you can wap it around, quickly adjust
th. It has a strap that fits under the sole of the boot,
Zgo you can adjust the tightness, not only up-and-down

novenment, but also to clasp the brace nore tightly to the




boot.

1 This is what the brace | ooks |ike when it's on

)the foot, and these were the results of our first trial.
;me were originally scheduled to do this at Fort Bragg, in
4an operational unit of the 82nd Airborne. However, they
5deployed to Florida for the hurricane, and we were quickly
3invited to go to the Airborne School at Fort Benni ng,
7Georgia, where we followed 770 vol unteers, who nade 3, 885
3jurrps in a week. In Airborne School, the |ast week of
9their training, they do five junps. They have to make all
lBive in order to graduate.

In any case, what we found was that the

i;ncidence of ankle sprains in the non-braced group was 1.8
lBercent, versus .3 percent, over that period of tinme, for
lt4he ankl e- braced group, a risk ratio of six to one.

5 We have subsequently done a small study of the
land Ai rborne. This was one junp, on a very dark, cloudy
lgight, very adverse conditions, rain, background w nds of
lj8ust bel ow the allowable Iimt, which I believe is 10
lSnots, and gusts over the limt, and the incidence of
2ionjury there for the non-braced group was 4.1 percent,
2Xersus 4.7 (sic.), arisk ratio, again, of about six.

b2 It looks like the brace is effective. These are
28n|y two small studies. We'd like to | ook at nore
2Zperational units, and are currently |ooking at speci al
2Eorces, who tend to carry heavier |oads. |In any case,

this is an exanple of where nonitoring is inportant. You

~ a




saw a very hi gh success in our studies. The Airborne

lSchool keeps routine statistics. In conparing the first
)20,000 jumps in the brace, they went out and bought the
;brace, after the trial, and they had a 50 percent decrease
in ankle sprains in the first 20,000 junps, and an 80
5percent decrease in ankle fractures.

Interestingly, however, nore recently the rates

~

D
have been going up sonmewhat, and they have not been so

/
3successful. They think what's happening is, the original
9purchase of braces, which they continually reuse, are
l8eginning to fatigue, and are not providing as nuch
lRrotection. In any case, we're waiting with great
li2nterest to see what accounts for the decrease in the
lSffectiveness of the brace, based on recent nonitoring.
4 Research needs to be conducted not only into
lgnjury rates, but also, sometines, into the tools that we
lgse to measure injury with. Stress fractures such as we
l§ee here, this halo of new bone growth here, is indicative
lgf a fracture. | would call it a stress reaction, but in
lbhe sports medicine literature it would be a stress
2Bracture.

b1 This type of injury is frequently not even this
2Svident. It takes a long tinme for stress fractures to
2§how up on x-ray, and frequently the person, if they don't
2ﬂiscontinue training, goes on to have a frank fracture in

)%hat area, so we have cone to rely increasingly on bone

scans.




These focal hot spots in the bone of the leg are

lindicative of a stress fracture. We began to wonder about
)bone scans as a node of diagnosing stress fractures, bac(n
;in the m d-'80s, when the Israelis were reporting rates as
4high as 35 percent in their elite troops, and so, in 1989,
5we did a study, and many of those were asynptomatic, so we
5did a study in 1989, to | ook at bone scans in nornal
7asynptonatic mal e trainees in the seventh week of basic
3training.

) Actually, we had so many vol unteers that we had
lbo randomy select a smaller group that we could manage on
lahe bone scanni ng equi pnment that they had at Fort Bliss.
l&n any case, what you see here is, in nornal

lgsynptomatic, uninjured trainees in the seventh week of
lt4raining. Ni nety-si x percent had one-plus bone scans, 60
lgercent t wo- pl us, 14 percent three-plus, and two percent
lgour-plus. This was reported in an abstract of the
lS)rthopedic Research Society |ast year, and should be
lgom’ng out in the press sonetinme soon; |'m not sure when,

lbhough. And that's Colonel Tom Scul |y that did that

2atudy.
b1 What we' ve seen nostly here are the results of
)Spideniologic research. | would submt to you that

)5esearch is only one elenment of a conprehensive program
)Xhis is that list of critical elenents again:
)gurveillance, research, prevention strategy, devel opnent

and testing, programinplenentation and nonitoring. The




ultimte goal of all elenments of the programare injury

lprevention, or, as General Kerr (phonetic), the outgoing

~—

)connander of the Arny safety center, puts it, it is force
3protection.

1 What | think we can conclude, safely, from what

 we' ve seen today, that injuries are the | ead cause of
D

3rmrbidity in the Army. | suspect that they are, if not

7the | eadi ng cause in the other services, a |eading cause.

s We can identify risk factors. Finding risk factors,
9however, is not the same as having prevention strategy in
lgand. We need to test our strategies. W certainly need
L&O noni tor our progranms, whether we test the strategies or
not .

L2

3 It's also evidence from what you' ve seen that

lt4here is certainly an infrastructure for surveillance, and
LE woul d say that the infrastructure for a conprehensive
li6njury control program exists, but that program | acks
li7ntegration.

3 What |'d like to close with is a conceptual
lngeI that | began working on, in trying to decipher what
the medi cal command's role in injury, surveillance,
2Rrevention and control would be. 1'd like to enphasize
2&hat, whil e this graphic doesn't enphasize it, the safety
2genter is really critical in all of this. The safety
22enters of the three services are responsible for policy,
2grocedures, and standards. They're also responsible for

integrating safety and risk managenent into training,




doctrine, acquisition of materials, sustai nnent, and

lcorrbat operations, and they have the links with the line

Lt o do this, because the place, |I believe, that injury is

~

3going to take place is at the local unit level, down here
4at unit and installation commanders' |evels, and the
5safety center already has the network of conmunications
3with t hem

What | would submit to you is that that center

[
is not well-linked to other potential sources of val uable

3
i nformation, nmedical surveillance, anong other things, and
l(r)redical research. Medical research in the injury area
l(foesn't frequently communicate with even our own
liurveillance sources, such as the hospitalization
lgatabase.

4 One of the questions that | see, especially
lguring t he downsi zi ng and di m ni shing resources, is how
l8an we cost-effectively interlink the various surveill ance
l§nd programmti c sources that we have for injury control,
lgnd with that | would like to close. Thanks.

9 PRESI DENT DOWDLE: Thank you. Would sonmebody
det the lights there, please? Thank you very nuch,
2%olonel Jones.

b2 What | would like to suggest is that people make
2% note of their questions that they m ght have, keeping in
2T’nd that we al so have a question on this issue, and why
2gon't we then go ahead to the presentations fromthe other

two services, and then come back to general questions, so




pl ease nake a note of questions you'd like to ask here.

Let's nove on, then, to the Navy, with

iLieutenant Commander Shaffer. o
; (Pause.)

b RI CHARD SHAFFER, NAVY HEALTH RESEARCH CENTER

- MR. SHAFFER: Good norning. M nane is Rick
5Shaffer, and I'mfromthe Navy Environnental -- or Navy
7Hea|th Research Center. Admral Nel son got a chuckle out
3of that. He was nmy CO at NEHEC (phonetic), when | was
9there.

0 I'"d just like to start off by saying we have

liome exciting research going on at the Naval Health
lgesearch Center currently, in injury research and
lgraining, mainly in training populations. The program
l\ﬁve've got, the work being done, is out of the clinical
lgpidem’ology di vision at the Naval Health Research Center,
lgf which Captain Brodine is the head, and |I'mvery excited
150 have been there in the | ast year-and-a-half.

3 This is the first opportunity that |'ve had in
lbhe Navy to work in such a well-rounded group on
28pidem’o|ogy. We have Captain Brodine, and Commander G eg
Zgiay and nyself, and a well-rounded staff, and we've had
2%he opportunity in the |ast year-and-a-half to really try
Zgo put sone real sound epidem ol ogical principles to the
2ﬁffort of looking into injuries, both in training

)gopulations in the Navy, and in the Marine Corps.

This isn't just a Naval Health Research Center




effort. We've put a lot of extrene effort, especially on

lCaptain Brodine's part, in trying to put together a
)nultidisciplinary group, to try to get a civilian-mlitzﬁgf
;clinical research-based research teamto put into this,
4and we have put together a team of collaborators from
5various universities, mlitary units, clinical assets,
5which we are very excited and very privileged to work
7mﬂth, and it's been sonething that has nmade our research
3extremely possi bl e.

) Also in the San Diego area, we have quite a bit
l8f training and mlitary popul ati on goi ng on here, but
l'hust to nmake sure that the people that have cone from out
lgf town don't think that we're weenies, we do have
l5esearch out in the northern and eastern part of the
l2ountry, where it's cold right now, so we have sonet hing
lgt Great Lakes in Chicago, which we'll be an overuse
l%racking system there shortly; Quantico, Virginia, Parris
lI7sland, South Carolina. W do have some work going on in
lg)rlando, Florida, which I'll talk about very briefly.
lg\hat we have, though, here is an ideal situation for
2}()\mrking ininjuries in active duty popul ati on, because of
2ahe |l ocality, and the | arge anmount of Navy and Marine
2gorps assets here in the San Di ego area.

The problem that we have here is an inpact in

P 3

)hmo proportions to mlitary readiness and training

)gopulations. In the | ast year alone, at MCRD San Di ego,

whi ch we have the nobst specific data on, we've been able




to show that there are two extrene inpacts to the cost of

linjuries in training popul ations and operati onal
)populations. We' ve been able to show that, fiscally,
;training injuries alone at MCRD San Di ego have cost the
4depot over 16-and-a-half mllion dollars, in terns of
5separations due to injuries and |lost training days due to
5injuries.

. The | ost training days, the Marine recruits have
3taIIied up over 33,000 lost training days, in just one
9year al one, and that's just at MCRD San Di ego. W have
l8vidence to think that the sane thing is going on at MCRD
l?arris I sl and, and ot her places such as the BUD/' S, the
lgeal training base here in San Di ego, the followon
lgraining for the Marines, Navy boot canmp. AlIl of these
lHave the potential to have just as significant inpact due
L%O injuries as they do here at San Diego. | wanted to put
l%hat out as one exanple of what we think the problem and
lt7he i npact is.

3 So ny purpose here today, the way | understand

lbt, is to provide a little bit of information fromthe
2Sarious di fference sources that we have in the Navy and
2ahe Marine Corps, to give sonme kind of enphasis to what we
25onsider to be a very significant problemfor training
2gctive duty popul ations, as well as fromthe readi ness
2Qoint of view, and just from an overall wellness point of

)giemn in injury prevention.

I'"mgoing to go into three very quick areas in




the next 15 mnutes or so, and talk about just a

lsmattering of hospitalization information that we've got

)to support some of the trends that we're seeing, sonme

A~

3accidental acute injuries that we see at the training
4depots. I break accidental acute injuries down into those
5non-training-related injuries, such as falling in the ness
5haII or getting hurt in the barracks, and then conparing
7to that injuries that are acquired during training
3activities, not necessarily physical fitness training
9activities, but all training activities, at the various
lbraining sites.

Then | want to talk just briefly about the

11
lSveruse injuries that we're seeing, and the types of
li?)njuries that we're seeing, and then, lastly, | want to go

lhn, just as an opportunity for us to pronote our research
lg little bit, what we're doing at the Sports Medicine

lgesearch Team here at the Naval Health Research Center

7 This i s sonewhat unrehearsed from what Col onel

l%ones did, but he and | have conme up with very simlar

lignfornation, in fact, working together on the DoD injury

2aurveillance wor ki ng group. We have seen the sane trends
Zan many of the services. Just as an exanpl e,
2Bospitalizations in the category of accidents, poisoning
2gnd vi ol ence anong active duty Navy enlisted personnel has
2ﬁhown a definite decrease, and hospitalizations due to
2)g/hat I would call other than training or mlitary active

duty causes. The majority of this category is accidents.




The poi soni ng and vi ol ence category is a portion of it,

lbut it is not a major portion of the decrease.

~

R So we are seeing a decline in hospitalizations

3for acci dents, poisoning and violence in the Navy.

4Sirn'lar information is indicated in the Marine Corps. W

lare, at present time, at the Naval Health Research Center,
D

L putting together a database very simlar to this for the
D

Mari ne Corps, hospitalizations, and we hope to be able to

[

3provide the same kind of information fromthat, very
shortly.

9 y

0 MS. HANSEN: That line rem nds nme very nuch of

lahe civilian situation.
2 MR. SHAFFER: Yes.
MS. HANSEN:. How nuch would you attribute to
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liirrply altering practice, and alteration of
lEospitalization practices?

6 MR. SHAFFER: Yes, ma'am From what |
l9nderstand, there's two reasons for this decrease. One is
lghe enphasis on the safety, particular safety kind of
lBractices, as Col onel Jones pointed out, and decrease in
2(r)mtor vehi cl e accidents, seat belts, those kinds of
2&hings, al ong those lines, and the other thing is, just as
2¥ou say, there's a definite change in hospitalization
2Bractices, fromny limted information in the
2Hospitalization area. In the overall group, as | said,
2)oNe're mainly in the training injury information.

The sanme types of trends are being seen in the




civilian community, and it's not a surprise to us, and |

ldon't think it's really a surprise to anybody working in
)this area, and this is something that we are in the
;process of breaking out further, to see exactly -- we have
cause codes on all these hospitalizations, and informtion

:on how the injuries were cause, |length of hospitalization
3time, and | think that we probably will see a mmcry of
7mhat's going on, very sinmply, in the civilian conmunity.
Secondly, the one thing that's very inportant to

3
9point out, and we make an effort to do this whenever we're
lBresenting this information, because the line community
lIias been overly supportive in what we're trying to do, and
l%he thing I always want to make sure is very clear is that
l%e consider the mlitary training prograns to be extrenely
liafe. These are very safe prograns. The anount of
l%njuries and accidents in these kind of prograns is
lgxtrenely small. The line community and the training
lSormunity do an outstandi ng job of working, with every
lgffort that they can, with out input, with safety center
lignput, with training expertise input, to nmake these
28rograms as safe as possible, and I want to make sure that
2Il've made t hat point, that we consider these prograns to
ZBe very safe, and we're not trying to make a point at a
2glaw in training.

b4 We're trying to provide sone additional
2%nformation that can hel p them decrease their |oss of

readi ness time, and their costs, because their min goa

A~ a




is to provide a complete, finished, well-trai ned Mari ne

land Navy recruit, and so, like | said, the point is to

)nake sure that | don't be m sconstrued as saying that this

a o~

gs a training flaw.

1 UNI DENTI FI ED SPEAKER: May | interject just a
little bit, Rick?
D

MR. SHAFFER:  Yes.

~

D
UNI DENTI FI ED SPEAKER: |If you | ook at the rates

:of injuries in the Marine Corps and the Arny, they are
9very simlar to what we see in civilian high school and
lBollegiate athl etic programs, and they're internedi ate
l?etween events |ike cross-country and track and football,
130 I think that that corroborates what you' re saying about
lghese prograns being safe, when you consi der what goes
into them

14
MR. SHAFFER: Yes, they're extrenely safe, and

15
lge al ways are very careful to make that point.

7 | wanted to start out, just as an idea, we've
lgollected injury information fromacute injuries, other
lbhan training injuries, at MCRD here in San Di ego, and
2bhis is fromall injuries of any kind other than training
2ilnjuries, and you can see the incidence of injuries, and
2%his is over a one-year period, over 20,000 recruits, is
dery, very low. There's a very low incidence of the
2i4njuries t hat we probably think of as acute or accident-
2gype injuries, so | want to nmake a distinction between the

acute accident-type injuries, non-training injuries, and




the injuries that |'m about tal k about. You can see that

laII injuries is less than one percent, an incidence of one
)percent in a very |large popul ation, at MCRD San Di ego. o
; The overuse injuries is where we're focused
4right now, and one of the ways that we're doing that, as
5Colonel Jones alluded to just briefly, is we're trying to
5develop a | arge sanpl e-si zed dat abase of outpatient
7training injuries, and the way we're trying to get at
3that, we have devel oped a conputerized automated tracking
9system that's essentially managed here at the Naval
lIdlealth Research Center, and we have now installed it at
li\ll but two of the sites it has been planned for, and it's
lBroviding us a huge data set of outpatient injuries, and
lgromwe understand it's one of the first outpatient
lt4racking systenms for injuries in the mlitary, and we're
lgetting sone outstanding information fromthis.

6 The MCRD tracking system has been around the
lI70ngest. We have about 25,000 visits for outpatient
li8njuries, that is giving us a possibility to | ook at very
lapecific injuries with some great deal of confidence.

b0 Havi ng said where we get this information, just
Zione sel ected sites that we've seen so far, and an idea of
2%/hat t he i npact, or what we're seeing for training-related
2i3njuries, in various sites, and |I've listed just a few of
2t4he ones that we have seen. W have research going on at
2%his special warfare center at BUD/'S, where the Navy

personnel go to becone Seals, and then we al so have




information fromthe two MCRDs, mal es and feml es.

lvaiously, the only female informati on comes fromParris

a~—

)Island, MCRD Parris |Isl and.

: Then we have sone prelimnary information from

4Navy boot canp, male and femal es, comng fromthe tracking

5systemwhich has just begun, since October, at NTC
5Orlando, and you can kind of get an idea of what we're
7seeing. Basically around a third of the recruits or the
3trainees at the nore arduous training prograns, such as
BBUD/S, are being injured, and this is for one or nore
injury, and many people do have a second, third and fourth

10

lanjury, and that's accounting for a lot of costs, a |ot of

lIzost training time, and a lot of just plain not ready to
lBerformtheir duti es.

4 MCRD San Di ego is about 25 percent, conpared
l)g/ith about 29 percent at MCRD Parris Island, in males, and
l%hen of interest her is that MCRD Parris |Island femal es
lI}ave not quite twice the rate that Col onel Jones has seen
l%n the Arny, but it is definitely higher, and we are in
lbhe process now of putting together information for the
2Bemales at MCRD Parris |Island, and hoping to do sone
2flurther | ooking into what's going on there.

b2 NTC, the Naval training, recruit training,
2gbviously has a shorter tine period. 1It's seven weeks,
2Xersus the 11 to 12 weeks for the Marine Corps, and a
2[Bittle | ess arduous. The injuries there are occurring at

about four to five per thousand per week, and so the




overall percentage of people going through training with

lan injury is about seven to 11 percent in wonen, in the
)Navy boot canp, and we hope to corroborate that
;infornation from NTC G eat Lakes.

1 The types of injuries that we're seeing are
5training injuries, and, as Col onel Jones pointed out, nmany
5of t hese are sonmewhat m nor injuries, but they do account
7for a significant portion of lost training tinme and costs,
3depending on if they delay training, if they cause
9separation, and if they just sinply put sonmebody back into
lSnother class. Most of these injuries, about 80 percent
L?f them result in at |least a day of lost training tine.

2 The information of note at the bottomof this
lBarticular one is stress fractures. The average downtine
lzor stress fractures ranges anywhere from40 to 75 days,
lgonpared to sone of the smaller, two and three days, for
180”9 of the other nore mnor injuries, but this is a
l§ignificant cost. MCRD San Diego has a cost to stress
l%ractures of over $4,000,000 a year.

9 In the two Marine Corps depots, both San Di ego
2Snd Parris Island, for nmen, we see a simlar type
2(iistribution, with tendinitis being the highest incidence
ng injuries during training, but here you also see a very
2§mall percentage of the injuries due to stress fractures,
2Qut those are by far the | argest proportion of the costs,
Zgn training downti ne.

In fermales at Parris |Island, we've seen a




simlar situation, except for a slightly higher incidence

lin all of the groups, the tendinitis being very high, and

L we hope to be able to I ook further into that, and get sdﬁ;
;explanation of the difference, whether it be flexibility
4or fitness difference. Stress fractures there don't
5differ very much fromnen, and that's also of interest, as
3to why that would be. We may have expected that to be --
7and that includes all |lower extremty stress fractures,

i ncludi ng pelvic stress fractures.

) As to anatom cal site, what we're seeing, we see
lbhe majority of these injuries are knee and | ower | eg
lilnjuries. | have excluded fromthis such things as
lBlisters, tinea pedis, ingrown toenails, which are
l§ignificant in the training populations, and that's why
lt4he ankl e/ foot category is not higher than the knee, but
l)ghen you | ook at just injuries that are costly as far as
l%raining, t he hi ghest proportion is in the knee and the
lI70wer leg, followed by ankle/foot, and this is pretty
lgonsistent bet ween the two MCRDs, in nales.

9 In femal es, you see about the sane frequency
2(r)anking, but just a higher incidence, and that would al so
2%0 along with what we've seen. There's a higher
2Bercentage of those individuals being injured during
2graining.

b4 Lastly, | just want to talk a few m nutes about
2%he research that we're doing here at the Naval Health

Research Center. A lot of it is going along the sanme




lines as what Col onel Jones is trying to put together for

lthe Army. He and us have worked very closely in trying to
,cooperate in what the services are doing, and we have a“A
;strong interest in trying to nmake an overall mlitary
4injury programthat's every useful, not only to the
5m'litary, but to the civilian sports nedicine and civilian
3inj ury information.

. VWhat we have at the Naval Health Research Center
3are basically three research projects going on right now
) The core of the project is the tracking systemthat |
lgave mentioned briefly. That's to act as both a baseline
li\nd platform for further research, and using that as a
lBlatformwe now have two prospective studi es going on, one
lgt MCRD San Di ego and one at the Special Warfare Training
l&‘enter here in Coronado, or in San Di ego.

5 The purpose of these programs is threefold. The
l%oals are to determne the rates of injuries in the
l¥arious trai ning popul ati ons, develop predictive profiles
lgf i njury susceptibility, which we feel is also going to
lse a spectrumof different injury risk factors which we
2Sre al so putting together, nodeling to show what we found
Zan that area at this point. This is actually ongoing
2r2ight now, and then to devel op and eval uate intervention
2Brograms. Qur goal is to work very closely with the
2t4raining staffs, to try to provide them sone useful and
2gractical information on things they can do to reduce this

i npact of training injuries.




The tracking system as | said, is a new area

lthat we're trying to use, and we're using it as a baseline
Lt o do further research. Hopefully this sumer we're gofﬁd
;to be doi ng sone on the officer candi dates, and the basic
4school at Quantico, and we're using it here at San Di ego,
|t he Naval Special Warfare Center, to provide us good,

;Iarge-sanple Ssize rates.

. It's an automated tracking system We provide
3the PCs and the software, support the software through our
9office, and the data is all centrally managed at the Naval
lIdlealth Research Center, and we've made an

li\dm'nistrative -- for the clinics, so that the clinics get
l% great deal of use out of it, in their injury tracking,
lgheir visit tracking, their provider usage, and so we've
lt4ried to integrate it as much into the clinical practice
lgs we coul d.

6 The two prospective studies which are probably
lshe nost exciting thing going on right now at MCRD and at
lgUD/S, for us, are two studies with different popul ations,
l8ifferent training, and different anount of tinme of
2Bollow—up. We are enrolling injury-free subjects at the
2?eginning, basically day one or day two of these two
2%raining programs, and then we're |ooking at different
2gypes of baseline information on all of them and putting
2t409ether a profile of who's coming in, and then sitting
2gnd wat ching themfor the three-nonth follow up at MCRD

San Di ego, and the six-nonth follow up at the Speci al




Warfare Training Center in Coronado.

1 The nost intriguing thing about MCRD San Di ego
)is t he sheer volunme of personnel and injuries that we aféﬁ
_able to deal with there. W can get a |large sanple size
4in a very limted period of tinme, because we have a

. mechani sm set up now that has enable us to enroll subjects

;mﬂthout in any hindering the training, and have worked
7ourselves into the training process there at MCRD San
3Diego, and the same thing with BUD/'S, as well

) The information that we're gathering on these is
l8bvious|y a multitude of different ways of collecting it,
li\nd di fferent background information. W' re collecting
lguestionnaire-type I nformation on prior running history
li3njuries, different fitness |levels, fitness practices.
lX\E're getting initial strength test scores, which is the
lEirst physi cal fitness test when they conme in. W're
lgoing physi cal nmeasurenments, anthronetric (phonetic)
lgeasurements for flexibility, range of notion, body
lgeasurement, body si ze.

9 We work in collaboration with Childrens

2Idlospital here in San Diego to provide sonme notion and gait
2i\nalysis, nmotion analysis. They're |ooking at dynam c
2Emtions, or dynam c neasures of body bi onmechanics, and
2ge're | ooki ng at bone structure, using the dexatonetry
2gphonetic) and bone densonetry (phonetic), and
2gollaborating with Johns Hopkins in trying to put sone

i dea of bone geonmetry and relation to stress fractures and




ot her overuse injuries.

1 We're also getting diagnosis information through

)the passi ve surveillance efforts, and we are al so now

a A~

3errploying sone active surveillance efforts, to try to go
4out and reexam ne the people in our study at the end of
5their training time, to try to see if we can find any
5other injuries that they didn't report, either because of
7a pride issue or not wanting to be washed out of the
3training. So there's a wide variety of information that
9we're collecting in order to devel op these profiles.

0 We then have sonme intervention plans that we're
l&rying. We're | ooking at pinpointing training activities,
l%/hen during training do these particular injuries occur?
lg\ith the | arge sanple size that we have, we're able to get
lﬂown to the very specific injury. W're |ooking to
lgvaluate the relationship of preconditioning and |IST
lgcores, maybe provide sonme information as to before com ng
150 the training programis the way to reduce your risk of
li8njury; devel op body structure profiles, using notion
lSnalysis, the static measurenents that we're doing at
2(I\)/CRD, in conjunction with those other measurenments done at
Z?UD/S, at the Naval Special Warfare Center; and then we're
2%Iso | ooking for predictive profiles in specific injuries,
in those trai nees that separate.

P 3

b4 In conclusion, the point that I feel we wanted

)%o make is that the Navy and Marine Corps are also putting

a great deal of enphasis, as far as we're working it, in




trying to get a handle on what the inpact and distribution

of these kinds of training injuries are, as well as then

L
)mork very closely with the training staffs and training

units, to try to help themreduce these injuries, which is

4the overal |l goal of our research program

PRESI DENT DOWDLE: Thank you. Can we have the

D
lights, please? W would |like to go ahead and conplete
D

7these three presentations, and then ask questions at that

3time. Could we nove on, then, to presentations fromthe
9Air Force? Major Liu.

10 BOB LI U, UNITED STATES Al R FORCE

MR LIU H. I1'"mBob Liu, fromthe Air Force.

izwy talk is alittle different than the other two previous
lgalks. We' Il just focus on nortality and norbidity, and
LQOt concentrate too nuch on the details that the other two
l%alked.

6 I'"mfrom Brooks Air Force Base, and this is
leretty much of a rough first-glance | ook at sone of these
lisssues concerning nortality and norbidity of the Air
lgorce, and | just concentrated on the active duty
280pu|ation, so it's really not refined, or the final word,
2gioncerning t hese subj ects.

b2 There were two data bases that | |ooked at, the
2gasualty dat abase and then the inpatient database, which
2golonel Jones had nmentioned before. The casualty database
ng fairly solid data, but the inpatient database is soft,

which we'll get into a little bit nore.




There's a branch in the Air Force call ed

lcasualty assistance. All death certificates are reported

)there, at each base, CDPO, as a consolidated base

3personnel office, and it's centrally reported to Randol ph
4Air Force Base, and there's fairly good incentive in

| census to report death certificates there, because next of
D

5kin are eligible for sonme death benefits when an active
7duty person dies.

: On this database, reporting from 1980 to 1993,

9these are the | eading causes of death anong 5, 717 deat hs
lSuring this period. Looking at this, you can see that
li\utormbile deat hs are the nunmber one cause of death, and
l&hen, if you conbi ne autonmobil e and notorcycl e deat hs,
lghat's about 30 percent right there, and, |ooking at the
lZther -- and heart attacks. Those are sort of the nedical
l%llness. They conbi ne for about 38 percent of the deaths

l%n the Air Force active duty popul ation, and the other

lSategory is sort of cancers, respiratory ill nnesses,
lgtrokes, when you break it out by years, show ng the
nunmber of deaths over the 14-years period.

19

b0 Epi dem ol ogi sts, preventive nedici ne people, we

)ﬁonder I f maybe this is due to the downsi zing of the Air
)Eorce, so | went to the al manac i ssue of Air Force

2¥§9a2|ne to see the active duty strengths during each of

)hhese years, and indeed you see that the death rates seem

)%o be declining, starting around 10 per 10,000, and endi ng

around five or six per 10,000, for each year.




Plotting out the | eadi ng causes of death for

leach of the categories, autonobile deaths, you see that
)it's the | eadi ng cause of death, and it seens to be
;declining, al so, and the other categories seemto be
4declining. Sui ci des seemto be flat over this 14-year
5period. Each of these bl ocks are now grouped in two-year
5categories. Also, the mlitary aircraft deaths are
7dec|ining al so.

: This slide summari zes the next six causes of
9death. Heart attacks seemto be declining a little bit,
l8xcept for those last '92 and '93 periods. Mtorcycles
l(feaths seemto be declining, also. Death rates due to
lgrowning seemto be declining. Hom cides, there's one bad
lgear, but maybe it's staying steady. The category for
l2ivi|ian aircrafts mght be steady. Then this is deaths
l)g/here a pedestrian may be hit by an autonobile.

Thi s next group, distribution of deaths, Doctor

16
ll?arkinson and | did a paper in a recent Anerican Journal

le Preventive Medicine, reporting alcohol-rel ated deat hs.
o

19In 1990, there were half-a-mllion people in the Air

2gorce, 291 deaths, active duty deaths. Fourteen percent
ng the people in the Air Force were females; this only
25orrprised about three percent of the deaths.

b3 This is the alcohol portion of that paper. In
22[990, there were 92 deaths due to notor vehicle accidents.
There was bl ood avail abl e for about 83 percent of these

D5
not or vehicle accidents, and about 49 percent of these




deat hs i nvol ved al cohol, 49 percent of the 76. In 1990,

lthere were 51 suici des. There was bl ood avail able from 82

)of t hese suicides, and about 38 percent of these 42

3involved al cohol

1 Switching gears, that was the casualty database.

| Now, there's an inpatient database, and it includes
D

5factors i ke denographic information, 1CD-9 codes, and the
7injury codes, there's no E codes here, and there was

3previous allusion to the STANAG code, which is a NATO
9code. It's called the Standard NATO agreenment, and it

l8Iassifies trauma to the class of trauma and the causative

ent .
179
2 There are holes in this database, and that's why
li3t's sort of a softer way of |ooking at some of these

li4$sues. Not all mlitary treatnent facilities report on
l%his dat abase. Maybe about 40 percent have access to this
lgatabase, and nost of them don't even have inpatient
lslinics, or don't have access to this.

3 Looking at the various years fromthis database,
15 asked the biostatistician to list for me the top 10
28auses of death, by I1CD-9 code. 1In 1986, the casualty of
2Reople listed 436 deaths, and then fromthe top 10 ICD-9
25odes came 122 deaths, so this is really 28 percent of the
2geaths, so keep this in mnd for the various years, as |
2aeport data fromthese top 10 I1CD-9 codes. [It's maybe
28n|y a quarter or 20, 30 percent, lower than 11 percent in

sone years, and this was taken as a primary 1CD-9




di agnosi s.

1 So, fromthis inpatient database, |ooking at
)ICD-9 codes across the bottom open wounds were the nunber
;one cause of death. Cardiac arrest was the nunber two
4cause, then sort of injury, other, and ill-defined injury.
- I"mnot that famliar with ICD-9 coding, but there were
5576 deaths in this eight-year period, and the |ast couple
7of nonths of '93 aren't included when this was run, maybe
3the |l ast two or three nonths, but there's only about 22
9percent of the deaths during this period, conpared with
lbhe casual ty dat abase.

1 You can see sone of these ICD-9 codes are
liim'lar with the 800s here, 900s, and then 400s, so |
lgrouped them and the 800s and 900s are fairly simlar.
LXOU can even sort of lunp those together as one principal
lgiagnosis group. Looking at the injuries, just for the
l%op 10 1CD-9 codes -- conprises about 75 percent, three-
l9uarters of the deaths, and the other quarter is
lgirculatory-related.

9 VWhen you | ook at rates for each of these
28ategories by year, this seven-year period, now it |ooks

|li ke injuries are maybe on the decline, also, and al so

P 1

)ione of the circulatory deaths, for just these top 10
2gauses.

b4 That was the nortality bit, and I'm going to

)gmﬂtch gears to norbidity, and there's sonme probl ens when

you | ook at the inpatient database, to sort of generalize




for norbhidity. The inpati ent dat abase doesn't account for

lreadm’ssion, so if soneone were admtted for injury X and

)then got discharged and readmtted for the same injury,

a A~

3you'd get two counts for that. It doesn't account for
4transfers. A lot of folks are transferred to higher-Ievel
5hospitals, Air Vac, and |l ooking just at inpatients for
5rmrbidities over-represents the incapacitating conditions,
7too.

So don't really have faith in the actual

3
9nurrbers, but sort of | ook at the general trends, when I
lahow t hese next few slides. We don't really have a w dely
li\dopted out pati ent database in place, although at our boot
l5arrp at Lackland we're getting close to one.

3 Looking at overall hospitalizations for this
lﬁeriod, from 1980 to '92, you can see that the case rate
lEor hospitalizati on has been decreasing, and, as nentioned
lgefore, maybe this is due to closing of sonme hospitals,
lI}ospital beds, and even clinical practices, too.

3 Also keep in mnd, the Air Force, |I'mnot sure
lSlhat t he Navy and Arny have, we have a category call ed
2'(')quarters," and if an active duty troop were to be sent
ZEOHE on quarters, it would be as inpatient, but we tried
2%0 bl ock this out when we present this data, so quarters
2gata is not included in these slides.

b4 When we | ooked at the nunmber of hospital
2gdm’ssions, we had a category called "non-effective rate,”

whi ch took in the nunber of days a patient has been




hospitalized, and that seens to be declining over this

ltime period, also.

R You can | ook at this inpatient database, and

3I've mentioned this NATO injury code, and these are the

4top four groupings in these NATO injury codes. The top

Llone is motor vehicle accidents, seens to be declining.
D

5Athletic injuries, sort of steady, and the falls may be
7slightly declining. This is an interesting category that
3they report, conplications from medical or surgery; it
9seems to be maybe the iatrogenic problens here may be
increasi ng here.

10
Then, when you | ook at the non-effective rate,

11
l%aking t he bed days into account for these groups,
lSverything seens to be fairly steady, except for this
lZDtor vehi cl e accident. Bed stays have been declining.

Then, as Col onel Jones had nentioned, you can

15
lI6urrp some of these 1CD-9 codes into what they call
l;principal di agnosi s groups.” There are 17 pri nci pal

lgiagnosis groups, and the nunber one cause for
lBospitalizations in this principal diagnosis group is
28ecause of digestive disorders, and then the nunber two
2gl‘ause is injury, and then nmuscul oskeletal is buried in
2%here, and pregnancy is sort of about the sane there, too.
b3 Then, when you take hospital days into account,
2Tental i1l ness seens to be number one, |eading everything
2glse, for the nunber of maybe | ost work days, you m ght

interpret this as, but all the others are sort of al




gr ouped together in here, digestive, pregnancy injury,

lrmsculoskeletal. It was interesting that the nmental

)didn't even show up on the previous slide on the nunmber of
3hospital adm ssi ons.
MR. CHIN: Excuse ne. Wat's included under

a
| di gestive disorders?
D

~

D

MR. LIU | didn't |ook specifically, but I
7w0u|d i magi ne things like gastroenteritis.

: That was actually the end of the talk, and

9maybe, since | said this was just a first pass at the
lSata, things that we could look further at is, for the age
li\nd sex distribution, maybe adjusting for age and sex,
lglso, so that we can conpare our rates with the civilian
lBopulation, t 0o.

4 | didn't make enough copies for everybody, so if
lgou want a copy of this, see me, and | have a few copies.
6 PRESI DENT DOWDLE: Thank you. Thank you very
19“Ch' Okay. Wiy don't we open, then, all three of these
l%or di scussi on, and any coments that the Board and anyone
lSlse may have, and we have | ots of hands up, but | think
2garbara is dying to say sonething. Please, Barbara.

b1 MS. HANSEN: First, I'd like to commend our
2Bresenters, because | really think the data we're being
2Bresented is a whole |lot better than the previous version
22 couple of years ago, and | think this analysis is going
2%0 lend itself to careful rethinking of our training

processes.




| would like to call attention to one side, |

lthink it was Lieutenant Commander Shaffer's presentation,
)the one in which the Navy program showed a seven percent‘nﬁ
;and an 11 percent male-female injury rate, and on the sane
4slide, to the left, | believe it was a BUD/S or a Marine
5program showed a 33 to 45. Now, nost of the rest of the
5presentation focused on individual characteristics, which
7ny intuition would say woul d have been biased in the
3opposite direction, nmeaning that the greater fitness and
9the | ower injury rate would be in the Marine as opposed to
lbhe Navy recruit.

1 That woul d be a bias, perhaps, but neverthel ess
15 woul d guess that, and yet we saw just the opposite, so |
lguess | would urge that the two specific progranms that are
L%t either end be carefully analyzed, to | ook at the causes
l%hat are systemc in the differences between those two
lgrograms. The only one nentioned was the duration, seven
l39/eeks versus 12 weeks, but | have a suspicion that it's
lgot just duration, and that there really is a need for
laome careful cost-benefit ratio analysis of the training
28rocess. PRESI DENT DOWDLE: Thank you. Any of the three
2Want to respond to that?

b2 MR. SHAFFER: There's many factors, and probably
2ghe nost i nportant one, though, is the drastic change in
22ctivity t hat happens when you go to Marine boot canp,
2gersus when you go to Navy boot canp. The change for 18,

19-year-ol ds, and some possibly and usual ly somewhat




i ndi viduals, going into the nore arduous MCRD Mari ne boot

lcanp, versus going into the non-quite-as arduous, and
)mon't even say easier, Navy boot canp, it's very o
;significant. |"ve noticed that quite -- both of the boot
4carrps, and | ook at the training population and the
5training program

There's really no conparison, so we don't even

~

D
make an attenpt to make those conparisons. The purpose

;was just to kind of show, in selected Navy and Marine
9Corps trai ning popul ati ons, what we have seen, as far
188 -- injuries, but you're exactly right. W have no
lilntention of lunping those kind of trainings. The BUD S,
L%S well, the special warfare training; we're not having
lgny intention of lunping that kind of training with Marine
lgorps boot canp or Navy boot canp, or the officer OCS
lg/arine Corps training.

6 So they're very, very different training
lerograms, with very different injury rates, very different
lginds of injuries, and that's exactly our purpose, that
lgou have these things taken very separately, because there

bs a big difference. Marine boot canp is very different;

NJ

t's longer and tougher.

NJ

i
1
2 MR. JONES: I'"d like to second Commander

NJ

)ghaffer's agreenent that training is really where it's at.
)4Training is what causes injuries, but it's also the
)Eardest factor to get at, because there are a |ot of

variables in training, duration of training, how intense




is the training, you know, and there is sone training

lthat's nore hazardous than others. |If you're nmountain-
)clinbing, that's a different kind of hazard than if you're
3clirrbing over obstacles on an obstacle course.

In regards to the specific rate that you were

1

L .commenting on, the 45 percent, | believe, in female

D

lrecruits, that is a very high rate. [It's not radically
D

7different fromwhat we see in the sports world. In fact,

3just | ast year at the Anerican Coll ege of Sports Medicine,
9a group fromthe University of Seattle has been running a
laurveillance programin that area, and the nost hazardous
livent that you could participate in high school sports
l&urns out to be girls' cross-country, and the anount of
lgmrbidity, not just in ternms of incidents, but also in
terms of time of recovery, was higher.

L4

5 So what we see in our populations is not

lr6adically different fromthe civilian world, and | woul d
l§ubm’t to you, as you were suggesting, that a close |ook
lgt training, and tailoring the training to the popul ation
lbhat's comng in, my be a way of preventing injuries.

b0 In the Army the rates that you see, the training
for wonen is very simlar for nen. They allot a certain

2
2%m)unt of time for things, and so the only difference
detmeen mal e and female trainees is that they may not be
22ble to do the same nunber of pushups in two m nutes, and
2%un the sanme distance, or run as fast for two mles, but

basically the time allotnments are the sane.

A~ a




Now, at Parris Island, | believe that the

ltraining for wonen is sonewhat different than it is for
Len, and that they try to take that into account. In o
;fact, the risk ration for wonen and nmen is lower, and it's
4probably because they've taken that into account, and I
5take that as a suggestion that we could tailor prograns to

| decr ease those rates i n wonen.
D

PRESI DENT DOWDLE: Doctor Chin?

[
s JIM CH N, SCHOOL OF PUBLI C HEALTH, UC BERKELEY
) MR. CHIN:. Two questions. One, when you | ook at

l8vera|| nortality in young adults in the United States,
lilt's fairly low, and then, when you | ook at cause-specific
lEmrtality anong young adults in the United States, it's
lBrimarily, I think, trauma accidents, et cetera. |'mjust
l\ﬁvondering, has anybody really taken a | ook, to | ook at the
lgivilian sort of nortality and cause-specific nortality,

in relation to the mlitary? M suspicion would be that

16

l9robab|y overall the mlitary is |ower, conpared to
ivilian.

1§

9 MR LIU It is, as a matter of fact. | have

2aome slides that | can show you. Basically, what those
2ilides show is that, for unintentional injuries, the
2Sverall rates in the Arny and Marine Corps are about the
Zgane as they are in the civilian comunity, and headed in
2I4ine to neet the year 2000 objectives. The Air Force and
2Elavy, the rates are actually lower than they are in the

civilian community. |If we |ook at hom cides, our rates




are significantly | ower. They' re about half what they are

in the civilian comunity. Suicide rates are also | ower,

L i
)and they already neet the year 2000 objectives for those
3tmo t hi ngs.

MR. CHIN. | make this point primarily to point

a
5that, within the mlitary, you're really focusing on, say,
5a maj or cause of deaths and norbidity, but, conpared to
7the civilian community, you have much | ower rates, so it
3should be | ooked at fromthat perspective, | think.

) MR. JONES: There was one | ook at suicide for a
lBeriod, in the Air Force, because there were 10 suicides

L&n one nmonth, COctober of '92, and that's the only deaths

l&hat they conpared to civilian, and it was about on par

lg/ith the civilian, but I'mnot sure whether they really

l2ge-adjusted that data, either.

PRESI DENT DOWDLE: Okay. The second question?

15
MR. CHIN: The second question really is that

igou have certain types of training prograns, different for
l%emales than mal es, and all of the data woul d suggest that
ligndividuals who come in in poor physical shape do worse,
28r have nmore injuries. |s there any consideration in
2?eveloping specific programs to get individuals up to
2ipeed before they are all put through the same kind of
2Brogram?

b4 MR. JONES: The Marine Corps, | believe, is
2gncouraged to coach people, and they actually engage in a

program before they come in. The Arny does not do that.




I think that, overall, the rates in the Mari ne Corps are

lIower, probably, as the result of having a higher |evel of

)fitness when t hey cone.

a ~—

: There's a perennial problemwth this sort of

4thing, and that is that you have to function in groups,

5and to try and conduct individual training in popul ations
5that have limted resources, in ternms of supervision, it's
7very hard to do, unless you do ability groups, and they've
3tried that sort of thing, but the bottomline is, when you
9spend a hal f-hour of running a day, the low fitness group
lbs going to end up with nore injuries than the higher
lflitness groups.

2 Anot her approach that m ght be taken, with the
lgownsizing, is greater selectivity. W mght be able to

lﬁelect the people who are less likely to have injuries at

l%his point. | don't know even how feasible that is, but
li6t's certainly an alternative.

7 PRESI DENT DOWDLE: Let nme get Doctor Karol, then
lg'll come back to the other side.

9 DOCTOR KAROL, UNI VERSITY OF PI TTSBURGH

b0 MS. KAROL: Back to this male-female difference,
Zan view of these differences in incidence of accidents,

25ould you tell us sonething about the participation of
Zgonen in the preventive strategies, for exanple in the
2zoot brace devel opment? 1|s there consideration for the
2gifferences bet ween mal es and femal es?

MR. JONES: In the ankle brace study, we did




have wonen in the study. | can't even renenber ri ght

loffhand what the percent of wonmen in that study was. It
L, was | ow, but not that nuch [ower than, | think, the o
;distribution of women in the Arny. | think it was maybe
nine or 10 percent, sonmething like that. | can't tell you

| what their rate was, in that particular study, and

D

| probably the nunmbers were small enough that we wouldn't be
D

able to rely on it, anyway.

[

: MS. KAROL: But strategies are being devel oped
9for wonmen, with special enphasis on wonen?

0 MR. JONES: | can't speak for all strategies.

LIOU know, the strategies are broadly applied to everybody.
12It's of note that the safety centers do not tabul ate
lgheir data by gender, and also sonme of those databases
lgon't even collect data on race. The safety centers
lgon't. The hospitalization databases, of course, do, but
l%hat is a deficiency. The rates that are generally
lr7eported are for the population as a whole, and they
lgren't broken down by gender, age or race when they're
reported, which is one of the deficiencies that | think we

19

)geed to rectify, and I think the Healthy People 2000 goals

)&eally give us the inpetus to start | ooking at these by

2glfferent groups.

b3 Not only that, very fundanmentally, these rates
)Have traditionally been reported as frequencies, and not
)gs rates, and even though the general inpression that one

has is that there are downward trends in all these things,




it does nake a difference if you report a rate, as opposed

lto a frequency, especially in the downsi zing environment.

~a

R So you've hit on an issue that's very close to

3horre, and touches on a lot of things, and that's the need
4to | ook at specific risk popul ations, wonen bei ng one of

|t hem
D

PRESI DENT DOWDLE: Doctor Ascher?

~

D
MR. ASCHER: Beginning to fornul ate our

:response, and having been through this fromthe begi nning,
9in terms of the exercise programin the service,
lBersonally, I wonder if we could think of the injuries
l%e've heard about in three categories: the basic training
l&ype of injuries, the sports injuries that occur in
lgctivities t hat we encourage people to do, and the third
lhs the ongoing injury and chronic injury that my be
lgssociated with the continuing requirenment for the
lghysical training of the general active duty.

7 The three are really different, conpletely, in
lghe way we think about them In the first case, where you
lBave boot canp or other things, you could say that you
28ould optim ze that by saying, "What is the cost benefit
ng how many m | es you run, against tendinitis, and where
2goes the curve go, and what is the point in tinme where it
Zgo | onger pays to make people run that far?" You coul d
2Zptim'ze those. That would be fairly easy, and that woul d
de very gender-specific, and be very inportant.

The second category, sports, | recognized, on




active duty, that the bases were encouraqgi ng sports that

lhad a lot of injuries, and that could be very carefully
)Iooked at, that, you know, softball is notorious, and you
;should be aware that it's inportant to have things for
4people to do, but we know that bicycling is safer than
5running, and things |ike that.

5 Then the third is, |'m speaking anonynously, |
was on active duty when the mania for exercise hit the

:services, and it was very apparent fromthe beginning --
9I'mbeing sort of subtle -- that sonmebody had the idea
lbhat this was very good, to take a | ot of sedentary people
lgut and make them run around, and it was obvious to anyone
L%t the time that it was a bad idea in many regards,
lBarticularly fromthe gender standpoint, that you took
lﬂonen, whose job description really required no running,
lEad never run in their life, had never done a situp, and
lgidn't even know what a pushup was, and you put them
lt7hrough a programthat is really inappropriate, and we've
lgeard before of the norbidity of this program

9 So |'m wondering if we could, in our discussion,
2Sissect t hese three conponents, and talk specifically
2i\bout t he appropriateness of the ongoi ng hour-a-day go out
2%nd run for everybody on active duty, and I'll quote our
2Brevious experience that we heard fromthe Air Force, that
2t4he assessnent capacity, through bicycles and other
2%echniques, to just measure general fitness, w thout the

stress on the joints, without the lost tine, is really




appropriate, | think, at this point, and |'m wondering if

lwe should still have all these people running around. |
,90 to bases all the time, and you just see these people‘ﬁd
;running around. Just the amount of tinme that's spent
4seems incredi bly ridicul ous.

- PRESI DENT DOWDLE: Col onel Parkinson, not only
5did you have your hand up, but this is a perfect opening.
. MR. PARKINSON: |I'mnot sure if it's an opening,
3or a trap door. | don't think I'll respond to that,
9necessarily.

0 Let me make a couple of questions, and a
lgl‘orment, particularly Bruce. \What proportion of Arny
li2njury hospitalizations did you find to be essentially E
lgr STANAG coded, in your analysis? | nean, when | | ooked
L%t this, and I know that Bob woul d probably confirm |
l)DNouId say we're very low, on the order of 10 to 20
lgercent, whi ch neans that whatever we're getting for
l9tio|ogies is very biased in the Air Force. |'m wondering
lg/hat the Arny's experience is.

MR. JONES: In that category, if I recall right,

19
in fact | asked the IPDS, the Individual Patient Data

D
;Oysten1people, to tabul ate what percentage of the eight
;%hrough 900 series were E-coded, and it was about 90
2Bercent, but the nmuscul oskel etal condition category, which
Zhs | argely the result of injury, but its chronic --
2gffects of injury, only 10 to 12 percent were E-coded, and

so there's a problemin our database, also, in capturing




t hat dat a.

MR. PARKI NSON: One of the things, | think, that

a o~

L
)really cripples this field, and we tal ked about it earlier

3in a different form when we were tal king about Desert
4Storm Is the lack of consistent codification or
5norrenclature across the services for analysis,
3epidern'ological analysis, and | think one of the main
7efforts of the work group, | hope, will be | ooking at
3existing E codes, see where they apply and where they
9don't, and what are going to be the keys for the typical
lgosologist who codes at our NTS (phonetic), to put this
lilnformation in there, as a general issue.

2 The other point that I'd |ike to nmake,
lgoncerning the civilian conparison, one of the things that
Lﬂe wanted to do when we did the al cohol analysis was to
lgonpare our actual autopsy blood al cohol with the CDC
lgrojected al cohol -rel ated proportion, or alcohol -
l§ttributable fraction, for injuries in those categories,
lgnd, interestingly, those nunbers that you saw, in about
180 percent of motor vehicle accidents, and about 38 to 40
2Bercent for suicide/homcide, tracked very nicely, which
Z%as | argely civilian data, so it would seemto suggest the
Ziane factors in the civilian sector are playing out, at
2I?)east in a small nunber, as it relates to al cohol and
2i4njuries.

The final point has to do with the business of

D5
fitness testing and what is an acceptable rate for people




who volunteer to throw thensel ves out of airplanes, when

lit conmes to injuries and things like that. [It's an

)interesting question, because the GAO has been asked, or

A~

3basically the services have just been asked to comrent
4upon a GAO report, in the wake of the Desert Storm
5experience, that |'m sure the Board would like to review,
5in the context of this subject.

, Basically, | think it was |largely the Arny,
3found t hat when the whistle was blown and the flag went up
9to depl oy | arge nunmbers of people to the Gulf, that the
lBitness assessnment progranms |largely were either not
lgperative in the reserves, or that people couldn't
l%ctually do their jobs, and so this triggered Congress to
lgsk for a GAO report, in the whole business of fitness
l2ssessment and periodic nonitoring and prograns.

5 It's not too nmuch of a | eap beyond the charge to
l%he Board on injuries, to look at that report as well, and
15 think that's sonething that |I'm sure Col onel Peterson

lgan get you all to |look at, because we have to respond to

lbt, and for the nost part | think the services have
2Ioargely kind of agreed, although there's a big issue, as
2]E_%ruce will note, on what is and is not a training injury.
22That whol e issue is another very volatile political issue
2gight Now.

b4 PRESI DENT DOWDLE: Thank you. Captain, did you

)Eave a question that you wanted to ask?

MS. BRODINE: Well, | was going to make a




coment .

1 PRESI DENT DOWDLE: Yes, please.

, MS. BRODINE: It pertains to some coments that

3vvere made earlier. One coment | wanted to make was that
4vve're a relatively new effort. W' ve been doing this for
5the | ast two years, and the first year was devel oping the
3tracking systemitself, and that addresses one of the

7issues you brought up, which is conparability of data, and

3we're using the 1CD-9 orthopedic code with sone subcodes,

9but it can be collapsed back to a common I CD-9 orthopedic
l80de, so that we can make conparisons across all these
lRopulations.

2 We recogni zed when we started this that there
lglere going to be differences. The training populations
LﬁaCh have different training exercises, different
lgequirerrents, different lengths of time that they have to
L%O in, and that's why we have a broad-based surveillance
l§ystem which ultimately will include all of the training
lBopulations.

9 The Marines are extrenmely interested in this
28rob|emof injuries, and feel that the 45 percent injury
2rlate that they have is unacceptable, and so they initiated
2% Qual ity Managenent Board a year ago, and the whole
2ghrust of this Quality Managenent Board is injury
2Qrevention, and prevention of attrition in recruits. This

)anrd is represented by both community generals in San

Di ego, by our conmmand, by the Naval Hospital command, as

A~ a




well as Canp Pendl eton, in San Di ego.

1 The whol e thrust of this has been not to junp

)and make prelimnary recomrendati ons w thout good suppor}j—
;but instead to try to collect sone information froma
4nurrber of sources, and then try to brainstorm anongst al
5of the principals, totry to conme up with a preventive
3strategy, and then test that strategy, and we're just now
7in the process of trying to. W've collected sone
3information, and we are getting together with the col onel
9who heads up the Recruit Training Command, head of the
18Ch00| of Infantry, et cetera, all of these principals, to
lary to deci de what makes the nost sense, to try to start

| owering these injury rates.

12
The line is extrenely interested, and does not

izeel that this is acceptable, but we all have wanted to
l%ry to make sonme recommendati ons that make sense, rather
l%han j ust guessi ng.

7 MR. FLETCHER: What | said earlier, all the
lgffects that you're trying to gain on the positive side
lSre dose and tinme-related, and all the injuries are dose
2Snd time-related. You should be able to show at what
2Roint you have -- you have people conme in, sone of whom
2%re obvi ously already exceeding the optiml standard that
2gou want, and making them undergo training to the extent
ZXOU do, they step in a hole. You haven't inproved their
2gerobic capacity. You haven't really done anything for

them other than sprain their ankle. So the question is,




what is the output of this, you know, and you really could

lbe nore careful with some prescreening, or pretraining, as

)was said earlier.

MS. BRODI NE: Absol utely.

B

1 MR. FLETCHER: You walk themin, the first day
L you have themrun six mles, or have themrun a mle. |If
D

3they can't get under the time, you go back and run until
7you feel a little better about this.

2 MS. BRODI NE: Well, what we tried to do is
9create a nodel in which we can start to test things
laystematically, and again there's a lot of interest.
lIhere's a lot of interest fromrecruiting centers, because
LSaCh of these colonels that head up a recruiting station
lgre hel d responsi ble for how many recruits that they ship
l2ctually make it through, so they' re asking us, "Can you
lgive us sonme predictors of people who will absolutely not

lgake it at all?," and so that's where we are.

PRESI DENT DOWDLE: Thank you. Captain Cunnion?

L7
3 MR. CUNNION: Yes. To address Doctor Ascher's
lbhing about physical fitness, | have agreenent now, on the

2Ioine side of the Navy, that we're going to split out
2Rersonal fitness fromjob activity fitness, where we'll be
2going, for physical fitness, we'll be doing submaxi mal
2gests, but then, for different jobs, we'll have different
2j40b requi rements for physical, and these will be unisex,
2Eecause t hey have to be, just like policemen and firenen.

MR. FLETCHER: Absolutely. That will help the




probl em because in sone cateqories the wonen are not

lrequired, and they'll do better.

a~—

, PRESI DENT DOWDLE: We've got just a couple nore

3m'nutes. | think there are two other questions. | think
4you had a question, Doctor Pol and?
GREG POLAND, MAYO CLINIC
MR. POLAND: Yes. | was going to comrend
Col onel Jones for his report. | thought it was an
3outstanding report, and a nodel of what I'd like to see,
9in terms of the data that's presented to us. It was

lauperb.

1 The particular question | had for you was, the

l%nkle brace that you commented on, where you're starting
lgo see an increased rate of injuries years after using it,
lhs there a difference in the decrease in injuries, using
l%he ankl e brace, whether they are fully conbat ready
lgersus not? | understand that they m ght junp with 100,
lJ,SO pounds of equi pnment, and there may be a difference in
lghose ankle injury rates, if you' re not carrying that
lSquipment.

b0 MR. JONES: The popul ation in which the
2iurveillance systemis in place, and they're seeing the
2r2ates go back up, is the Airborne School, and they
25outinely do what are called "Hollywood junps,"” where they
2\ﬁfvear no conbat gear. They may make one night junp, and
2%he five classes that we followed actually mde a night

junp. They all make one equi pnment junp. So that's not a




particularly good popul ation to | ook at the brace, and

lyour point is well taken.

R The second popul ati on that you saw, where the

3rates were nuch higher, was a conbat unit, and it was a
4mass tactical junp, and they were wearing conbat gear, and
' the | oads were in excess of 100 pounds. It was at night,

;and it was under adverse weather conditions, which
7probab|y woul d nmedi ate towards canceling the junp, in an
3airborne cl ass.

) | used that as an exanple of the need to nonitor
lBrograms. | was responsible for doing both of these
litudies, and we were excited about the apparent positive
LSffeCt of the ankle brace, but that was just two
lgelatively smal | studies, and | think when you consi der
lt4hat the cost of the ankle brace is going to be,
lgltimately, sonmewhere between 25 and $50, that's a
lgignificant enough expense that, before you really go out
l§nd field it Arny-w de, you really want to make sure that
lghe thing works, and | tried to slow them down on this,
lSnd per haps the statistics that they have now wi |
28ncourage themto come back to us, and to provide
2Ropulations to look at this nore thoroughly.

MR. FLETCHER: A word of cauti on. Was t he

p 2

)%ncrease only ankle injuries?

b4 MR. JONES: Yes.

b MR. FLETCHER: Because this could be |ike ski

boots, where you now have redesi gned your boot to transfer




all the injury to the knee.

1 MR. JONES: We specifically |looked at that, in

)fact, and actually, in the Airborne School and in the

A~

ai rborne popul ati on we | ooked at, the incidence of
4injuries above the ankle was no different, and so all of

 the difference in the two popul ati ons was due to the
D

. change in the ankle injury rates, and we haven't heard any
D

reports fromthe surveillance system either, of higher

[
3injury rates.
) PRESI DENT DOADLE: |'msorry. We' Il have a |ast

l8uestion. Doct or Stevens?

1 MS. STEVENS: It's just a coment, | guess. It
lieems to nme there's a potential pitfall of Doctor Ascher's
l§uggestion t hat we push sone of these recruits to get into
lﬁhape before they conme in. You' re sort of maybe pushing
l%he way you count injuries. You know, it may be an
lgdvantage, in fact, to have people com ng in and get
lt7raining under supervision, rather than have them go out
lgnd run and get in shape before they get in. You may be
l5ust shifting the way you're counting injuries.

b0 MR. FLETCHER: That was goi ng along the |lines
2Y/ith Captai n Cunnion, that people who know they' re to be
2geals really should be nore aware, that it's the general
28ne versus the very specific ones that have these very
2ﬁtrong requi rements, that m ght be prepared better

PRESI DENT DOWLE: Ckay. Thank you.

P 5
(Wher eupon, at 11:47 a.m, the above-entitled




matter was recessed,

to reconvene February 16,

1994,

at

7:30 a.m)




